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PREAMBLE AND SET-UP OF THE REPORT 


From November 5 to December 2, 1994 a joint evaluation mission worked in 
India to review a number of basic health programmes sponsored by the Dutch 
co-financing organizations Bilance and ICCO. The review work was preceded 
by a deskstudy (D. Roth et al., October 1994). The mission consisted of Krishna 
Banerjee, community health and gender expert from Calcutta; Prof. Sara 
Battacharji, community health expert, CMC Vellore; Dr. C.M. Francis, 
community health and health policy expert from Bangalore; Erik Heydelberg, 
public health consultant, teamleader; Bertien de Langen, desk officer DGIS; 
Antya Madiath, consultant primary health care; and Christina de Vries, medical 
adviser ICCO. The mission visited four implementing organizations in the field 
of basic health services, and four support organizations in this field. Moreover, 
policy interviews were held with two large umbrella organizations with a large 
membership and service package in basic health services: CHAI and CMAI. 

The mission focused on the relations between support and implementing 
organizations in basic health services in India, and on the support role of CFOs 
in these processes (see ToR, Annex I). 

This report presents observations, analyses and recommendations formulated by 
the mission for the two CFOs, the Dutch Directorate General for International 
Cooperation (DGIS) and the organizations involved in India. 


The set-up of this report very much reflects the methodological approach and 
phasing of the programme evaluation and fieldwork of the mission therein. 
Preceding the actual report, an executive summary gives a comprehensive 
representation of background, objectives, approach, major findings and 
recommendations of the programme evaluation. 


In chapter 1 a summary of background, objectives and research questions of the 
programme evaluation are given, and the approach of the evaluation team in 
addressing them is described. 

Chapter 2, ‘Health policies, voluntary sector and development support’, 
provides the context of the programme evaluation: basic data on India and health 
status indicators, government policies and provision of basic health services, 
position of the voluntary health sector in India and the policies of Bilance and 
ICCO in health. 

Chapter 3 gives a concise description of all programmes visited by the mission. 
Each description is followed by a strategic analysis in which the major points of 
the research come forward: accountability, participation, feedback and 
sustainability. This chapter is the core representation of information collected 
during the fieldwork period of the programme evaluation. 

In chapter 4, on the basis of the field visit, observations are presented on the 
position of the voluntary health sector and some common objectives and 
concepts therein. Subsequently conclusions are formulated on the role of Support 
organizations, their contributions to implementing organizations and needs and 
expectations in this field of implementing organizations. 

Finally, in chapter 5 an overall analysis is given of challenges and potential for 
change of the voluntary health sector. Recommendations are presented for both 
support and implementing organizations to improve their services. Finally 
recommendations are given to the CFOs and the Netherlands Government 
Development Cooperation, DGIS to improve their Support to the voluntary 
health sector. 


Annex I gives the Terms of Reference of the programme evaluation, Annex II 
gives the Plan of Operations for the fieldwork of the evaluation, Annex III gives 
the itinerary of the fieldwork, Annex IV gives basic data on India, health status 
and health indicators as an addition to chapter 3 of the report. 


EXECUTIVE SUMMARY 


Background of the Programme Evaluation 

Basic social services (such as health and education) are a main theme in the 
programme evaluations! between DGIS and the Co-Financing Organizations. In 
the framework of their respective India programmes both Bilance and ICCO 
contribute to organizations in the non-governmental “voluntary” health? sector. 
ICCO and Bilance each spend around 12% of their commitments to India in the 
health sector. This adds up to almost 3.5 million guilders annually. 


Bilance contributes mainly to implementing organizations in basic health3, 
whereas ICCO focusses on support organizations. Implementing organizations 
in the voluntary health sector are involved in the direct provision of services on 
community and health centre level. They are directly working with and 
providing services to the target groups, i.c. poor and marginalized groups, 
generally on a local scale. A number of the implementing organizations focus 
exclusively on health, others work on health as a component of broad 
development activities. 

Support organizations provide services to implementing organizations such as 
training, research, documentation, technical consultancy, production of health 
education materials. They often play innovative, experimental roles in health 
care as well as in advocacy and lobbying on health related issues. Some support 
organizations are service organizations for a membership, others are more 
general service organizations with a background in mutual interests of 
implementing organizations such as advocacy or training needs. 

In this programme evaluation, the relation between support and implementing 
organizations in health in India is taken as a major focus. 


Objective of the programme evaluation 

The objective of this programme evaluation is to provide more clarity on the 
additional value of regional and national support organizations towards the 
quality of implementing organizations. Thus enabling an assessment of the 
respective strategies of Bilance and ICCO to contribute to the voluntary health 
sector. 


1. The Programme Evaluation is one of the policy and management tools of the Co-Financing Programme (CFP). Main 

objectives of the CFP are: 

- to shed light on the implementation of the CFP; 

- to help improve the quality of the assistance provided, both quality wise and implementation wise: 

- to contribute to a learning process to the parties involved: the Netherlands government, the Co-Financing 
Organizations (CFOs), the counterpart organizations and the target groups. 

2. In this report the terms voluntary health sector and NGO will both be used to indicate the non-profit non- 
governmental sector. In recent Indian literature it is stressed that ‘voluntary sector’ more adequately stresses the non- 
profit character than ‘NGO’. 

3. In this study the terms basic health services, primary health care and community health are used. Primary health care 
is a (global WHO) strategy that contains both basic services as well as a preventive inter sectoral approach on 
community level. The implementing organizations visited are primary health care organizations with an emphasis on 
community health, backed up by basic health services such as health centers and referral clinics. 


Key questions of the programme evaluation 
With a special focus on the effects on poor and marginalized groups, key 
questions of the programme evaluation are?: 


1. What is the contribution of support organizations towards the strengthening 
of the work of implementing organizations. 

2. What are the expectations of implementing organizations regarding the role 
of the support organizations? 

3. What are recommendations to the support and implementing organizations 
regarding the possible improvement of the quality of the services offered? 

4. What are recommendations for the future support of both implementing and 
support organizations by Bilance and ICCO? 


Approach of the field research 

The field research (November 5-December 2, 1994) looked into the operations 
and strategies of eight Bilance/ICCO partners in the voluntary health sector: four 
Support organizations and four implementing organizations. Selected were 
larger, well established programmes with a substantial and comprehensive health 
component. For reference the mission also held discussions with two large 
national “umbrella” organizations that represent a large number of implementing 
organizations and themselves undertake a number of support functions for their 
membership’. To find answers to the key questions, the mission used four 
concepts to describe and analyze the performance of the organizations visited. 
These concepts were’: 

- participation/the ways and means the target group (clients of an implement- 
ing organization) or client system (clients of support organization) are 
involved in formulation and implementation of the services. Participation was 
chosen because it is a core concept in non governmental ‘voluntary’ 
organizations. 

accountability/what are the mechanisms to account for the quality and the 
costs of planning and implementation of activities. This concept was chosen 
because it allows to account for quality and effectiveness of services between 
the providers of services (both implementing and support organizations) and 
those who benefit from these. 

sustainability/this refers to the question how structural the contributions of 
the voluntary health sector are. Are they adding to long lasting solutions 
towards health (for the poor) in India in terms of quality and financiability? 


See Annex I for full Terms of Reference. 
Cebemos’ support to CHAI (Catholic Hospital Association of India) and Iccos’ support to CMAI (Christian Medical 
Association of India) were not reviewed in detail, since these organizations were evaluated thoroughly in the last two 
years. 

6. See Annex II Plan of Operations, for a full description of these concepts. 
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feedback/this concept refers to the instruments necessary to perform 
participatory, sustainable and accountable programmes: systems of planning, 
performance monitoring and quality assurance aiming at bringing need and 
Supply in line. 


Findings 


The contribution of support organizations (key question 1) 

The contribution of support organizations to implementing organizations is most 
significant in the fields of training, teaching and health education materials, 
information and documentation (newsletters, thematic papers, workshops), 
applied research and, to a lesser extent, in technical consultancy. All 
implementing organizations visited, one way or another, make use of these 
functions to plan and implement their programmes. Though they do not always 
obtain these services from established support organizations. Support 
organizations visited have developed their services as a result of experienced or 
assumed needs from member implementing organizations or from needs 
emerged in their own implementing programmes. 

Generally speaking, the support organizations, through their service activities, 
have been successful in giving the voluntary health sector a national profile of 
dedication to the poor, commitment to community development and attention for 
preventive health. They have contributed to the conceptualization and 
acceptance of community health as a participatory process with the target groups 
1.c the poor and marginalized groups. On the basis of this, they have managed to 
secure an established position for the voluntary health sector as a special sector 
in Indian health care. Especially vis-a-vis national and state governments. This 
has given room to manoeuver for implementing organizations in organizing their 
community health programmes, and has given them a stake in advocacy on 
behalf of their target groups. 

The support organizations have also had an impact on government services on 
national and state level through training of civil servants and through exemplary 
programmes in community health and mother and child health specifically. This 
has contributed to dissemination of experiences in the voluntary health sector to 
the government, and to cooperation between the voluntary health sector and 
government health programmes. 


The nature of the contribution of support organizations, especially those on a 
national level and their subsidiaries on state level, is often rather general. 
Advocacy, documentation, research are done on behalf of the sector as a whole. 
The communication between the support and implementing organizations is 
often a one-way-traffic rather than tailor-made services according to expressed 
needs. This implies that support organizations do not always give what is 
needed, especially when they work from a national level. This is especially true 
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in the field of technical consultancy on the implementation of health services, 
specific training needs and small scale applied research. Implementing 
organizations do have very little say over the service package of the larger 
support organizations. Their level of participation therein is small. 

Support organizations are not often effectively held accountable by their 
customers/members on the basis of their qualitative and financial performance. 
The accountability of support organizations to donors is mainly financial, but 
rarely based on a qualitative assessment of performance. 

Support organizations do contribute to the financial sustainability of 
implementing organizations by brokerage between these organizations and 
donors. This is however done more on a project basis than as the building up of 
regular financing. Sometimes government funds are attracted, cost recovery and 
insurance schemes are almost absent. The sustainability of the support 
organizations themselves is weak. There is a high level of (multi) donor 
dependence. A dependence that is sometimes setting the agenda of activities 
more than reflection on their experiences in giving support to implementing 
organizations. 

The day-to-day technical quality of services of implementing organizations is as 
yet not a main focus of support. Health information systems, supervision, quality 
assurance (for example setting performance indicators and making protocols for 
treatment and prevention) and other feedback mechanisms are often missing or 
under-developed in the service package of support organizations. Except in 
some of their own implementing programmes. 


The mission feels that it is difficult to generalise on the contribution of support 
organizations to the work of implementing organizations. It is clear that the 
functions they offer are of interest to the sector as a whole and to many 
implementing organizations specifically. However specific technical needs of 
implementing organizations are often missed by the larger support organizations. 
Emphasis until now has been too much on national service and umbrella 
organizations. From that level advocacy, documentation and general research 
may be adequately organized. The practical challenges of implementing 
organizations and the governmental de-centralization that they are confronted 
with, however, do ask more than ever for the execution of support functions on 
state and district level. Especially in the field of technical consultancy and 
quality assurance. The contribution of large support organizations to the 
development of support functions on a small scale can definitively be improved. 


The expectations of implementing organizations regarding the contribution of 
support organizations (key question 2) 

With reference to support functions and their contributions towards the work of 
implementing organizations, emphasis in the voluntary health sector has been on 
national service- and umbrella organizations. This emphasis is also reflected in 
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the policies of Bilance and ICCO, who both support national organizations. 
Although there is a need for national lobby and resource centers, the four 
implementing organizations visited all have formed their own much more local 
support networks. Two of the implementing organizations visited are themselves 
performing some support functions (especially training, local research). 


Implementing organizations in the voluntary health sector will always play a 
minority role in service delivery on a national scale. This position is well 
understood by most of them. Their proven record in reaching the poor and 
marginal groups rural and urban therefore asks for a dissemination of 
experiences to other service providers. To remain effective, they must play an 
exemplary role vis-a-vis government and the private sector and influence and 
motivate these to improve their approach and practices. Implementing 
organizations, in their role as care takers of the poor, are sometimes technically 
not good enough to fulfill that role. In the context of primary health care, the 
capacity of implementing organizations to mobilise communities and engage in 
a wide spectre of community development activities, is often impressive. It is 
however not always matched by a professional performance of their health 
service activities. There is a definite need among implementing organizations for 
technical consultancy and monitoring in the field of health information 
(registration, epidemiological data), supervision, programme management, 
applied research and training for community health workers and intermediate 
field staff. These needs were expressed by some, others maintained they were 
already performing these tasks in local support networks. There are clear signs 
that the implementing organizations (including those support organizations who 
also implement) want to be in control of their Support networks, and they want 
them as close by as possible. Discussions with the umbrella organizations made 
clear that the feedback to them from their customers/members is very minimal, 
indicating that they indeed sometimes miss the direct needs of the implementing 
organizations. 

Moreover, the mission feels that the implementing organizations need support to 
improve their financial basis and make this more sustainable. 

Implementing organizations visited are all stressing community participation in 
their operations. Experiences in this field are not well documented and made 
accessible for other organizations. Facilitation of exchange in this and other 
fields of community health is a need that is not yet sufficiently met by the 
support organizations. 


In summary, implementing organizations need practical technical and 
management support supplementary to more general support functions such as 
documentation, advocacy, research and training. They want this support close to 
their working areas and they want to have some control over it. They want to be 
able to shop around for what they need and not be dependent of the agenda and 
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capacity of large support organizations. Implementing organizations may obtain 
some functions from national or state level support organizations, other 
functions may be developed among themselves, with or without a contribution 
of the established support organizations. To determine the needs of 
implementing organizations it is important to assess different support functions 
needed first, and only than to focus on the package that support organizations 
should develop. 


Strategic development of the voluntary health sector 

Recommendations from this programme evaluation, according to the evaluation 
team, can only be given in the context of changes in health and society at large 
in India. 

The overall attitude of the voluntary health sector, if one may generalise so, has 
been that of a care taker in absence of a responsible government to guarantee an 
equitable access of poor and marginal groups to health and health services. The 
voluntary sector has definitely influenced the government sector through 
training of government workers, setting examples in community health and 
lobby work on health hazards and legislation. As a strategy this may however no 
longer suffice vis-a-vis far reaching demographic, socio- economic changes and 
their impact on health in India. Most relevant here are: rise of a large for-profit 
sector, market orientation of the government, increasing health and income gaps 
between new middle classes and the very poor and marginalized, changes in the 
disease pattern ‘adding’ new diseases (cancer, heart, mental health, occupational 
hazards) to the existing pattern of communicable diseases (cholera, malaria, tb 
etc). Many health hazards for the very poor are connected to urban slum life 
(prostitution, sexually transmittable diseases, drugs, alcohol, violence), pollution 
and dangerous industrial work. 

The voluntary health sector in its fight for equity has focussed pre-dominantly 
on their own institutions and the government. The aim was to persuade the 
government to take over the care for the poor. In that process the voluntary 
sector has put more emphasis on advocacy and community mobilization, than on 
qualitative development of health services. ‘Quality for Equity’, the title of this 
report refers to new challenges for the voluntary health sector in India vis-a-vis 
changing demographic, health status, political and socio-economic developments. 
To work effectively on the achievement of core objectives of the voluntary 
health sector such as equity’, new strategies must be set up that take a much 
broader focus than access to services and the government as main provider therein. 
What, in the view of the mission, counts now is the outcome of activities in 
terms of health through improved services and dissemination of experiences. 
The voluntary health sector can act as a catalyst to improve access, quality and 
efficiency of services for poor and marginalized groups. The voluntary health 


Pe Equity used here as equality in access to scarce resources (ic. health services) both in terms of quality and quantity 
for vulnerable groups in the population. 
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sector will have to sustain and improve government commitment on both 
national, state and local levels as well as to look for cooperation with other 
NGOs and private providers. This will take place in an environment where 
health budgets compete with other posts in an increasingly tight budget. In order 
to prevent the objective of equity from further eroding under these changing 
conditions, the voluntary sector will have to demonstrate quality in the services 
it provides, and use that as a basis for its advocacy towards the government and 
to the private sector. Government efficiency may gain from innovative 
approaches in the field of community health and primary health care, while the 
private sector may be educated as to its social responsibility as well as on its 
overemphasis on medical technology and lack of a preventive orientation. This 
requires an attitudinal change in the voluntary sector, from being merely a 
caretaker to becoming a social entrepreneur. As entrepreneurs, support 
organizations will have to cater more and more to the specific needs of their 
implementing clients, while implementing organizations will be increasingly 
held accountable for their performance by their stake holders and by local 
government. This asks for a customer oriented attitude from support 
organizations in their relation with implementing organizations, more attention 
for quality of services, management , financial sustainability and strategies for 
cooperation with local government and the private sector. 


Recommendations 


Recommendations to implementing and support organizations to improve the 

quality of services (key question 3) 

Key recommendations to pave the road from caretaker to social entrepreneur are: 

- to keep track of changing health problems and needs of the poor through 
improved planning, monitoring, information basis. 

- to bring support functions to a level as close to the implementing 
organizations as possible through a process of decentralization: linking up 
with local government de-centralization (Panchajat Raj) where possible. 
Facilitating a learning process through exchange of experiences of 
organizations working in the same area. 

- to work on financial sustainability through income generation, cost recovery, 
public/private mix® with (local) government, insurance systems. 

- strengthening the customer status of implementing organizations by bringing 
budgets to buy support functions under their authority (for example in a 
voucher system). 

- to focus on further professionalization of training, consultancy, health 
information, monitoring, evaluation and research; with special emphasis on 
quality assurance and follow-up. 


8. Common activities between government and non-governmental providers. 
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- to improve participation and ‘ownership’, both by communities (ownership of 
community health) and by implementing organizations (ownership of support 
functions they need); 

- to reshape the relations between the CFOs as donors and the voluntary health 

sector along these lines of decentralization, financial sustainability, quality 

assurance, and improvement of participation and ownership. 

to disseminate experiences in community health to the government and other 

parties involved as models of health service and development. 


Specific recommendations for implementing organizations include: to improve 
career development, disseminate field experiences to training institutes, 
development of quality standards and indicators, development of integrated 
district health plans, continuous monitoring and evaluation of programmes with 
a focus on performance and relevance of services. 


Specific recommendations for support organizations include: to develop health 
information systems, define quality aspects of community health, set up a 
technical consultancy unit, identify support functions that can be decentralised, 
set-up regular external evaluations of the support packages. 


Recommendations to Bilance and ICCO (key question 4) 
The CFOs can improve their support to the voluntary health sector by: 
1. Facilitating improvement of the technical coherence and quality of both 
Support and implementing programmes: 
- identify and monitor programmes using expertise available in India 
- facilitate external evaluations 
- coordinate between Bilance, ICCO and their partners in the operationaliza- 
tion of essential concepts such as ‘community health’ and ‘primary health 
care’ and qualitative instruments therein (monitoring, supervision, health 
information, performance indicators, planning mechanisms, participatory 
approach) 
This may take the form of a resource centre made up of expertise of existing 
support groups and organizations in the voluntary health sector. This needs a 
feasibility study as to which functions can/should be executed on a national 
level, and which on a (multi) state and/or district level. 


2. Facilitating strategic development of the voluntary sector: 
- facilitate de-centralization of support functions towards state and district 
level 
- Strengthen the financial sustainability of implementing and support 
organizations through long-term planning and commitments, pilots in cost 
recovery, community health insurance and public/private mix of health 
provision 


Vill 


- earmark funds for development of support functions on district and state 
level 

- develop a voucher system enabling implementing organizations to buy 
Support functions they need 


To achieve this the CFOs will have to bring their contributions more towards 
support functions than towards support organizations. This may, in the long 
run, make large support organizations more flexible and oriented to the social 
market of the needs of implementing organizations. 


1X 


7 > ie is yl “ 
een. 9) , 
abc i 


* 7. x 


iy <1. 


1. INTRODUCTION AND APPROACH 


1.1 Background of the programme evaluation 


Bilance (Catholic Organization for Development Cooperation) and ICCO (Inter- 
Church Organization for Development Cooperation) are two of the four Dutch 
Co-Financing Organizations (CFOs; the other two being Novib and Hivos). 
Through these organizations part of the Dutch government budget for 
development cooperation is channeled to non-governmental partners in 
developing countries. 

Programme Evaluations are designed to monitor the functioning of the Co- 
financing Programme and to help improve the quality of the support provided, 
both in terms of policy and implementation. Programme Evaluations are 
designed as a learning process for all parties involved; DGIS, the CFOs, in this 
case both ICCO and Bilance, and their counterpart organizations. Through 
adequate follow-up of the results of Programme Evaluations, the outcomes aim 
to enhance the relevance of the support for target groups and client- 
organizations’. 


One of the themes for the programme evaluations planned for the period 1993- 
1995 is ‘basic social services’ (primary health care and education). Bilance and 
ICCO, in conjunction with DGIS, have decided to concentrate on the theme of 
‘basic social services’, and, more specifically, health care, in view of the 
considerable support provided to activities in this field by both organizations. 
India was chosen as a country where both organizations are active in basic 
health services, while their policy lines and counterpart organizations differ. This 
made the area attractive for a joint programme evaluation. On the theme of basic 
health services, a second Programme Evaluation has been planned so far in 
Africa (Ghana/Kenya, Bilance 1995). 


9. The process of a Programme Evaluation is guided by procedures as follows: 
* Drafting and settlement of Terms of Reference by DGIS and CFOs jointly. 
¢ Performance of a deskstudy followed by a Plan of Operations for the field research. 
¢ Execution of field research by an evaluation team consisting of an independent teamleader, representatives of 
DGIS and CFOs, independent local experts. 
¢ Report writing and presentation of outcomes to all involved parties. 
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In recent years, the voluntary health sector in India has experienced an 
enormous growth, both in coverage and scope of activities. While a large 
number of Voluntary Health Organizations continue to concentrate on local 
implementation of projects and programmes, an increasing number of Voluntary 
Health Organizations are taking up activities directed to support implementation: 
training and technical support, advice and evaluation, lobbying and advocacy, 
representation and provision of publications and other services. 

During the last few years, policy changes related to these new developments in 
the world of Indian Voluntary Health Organizations, have become visible among 
the Dutch CFOs. While ICCO has ‘scaled up’ and shifted its support from 
implementing organizations at local level to a diversity of support organizations 
at higher levels of administration (federal state, national), Bilance continues to 
prioritize support to local implementing organizations. In 1993 Bilance spent 
1.9 mln on health, 12 % of total expenditure in India. ICCO spent almost 
800.000 on health in 1992, 6.1 % of total expenditure in India. 

However, very little was known about the nature of the relationships between 
implementing and support organizations, the quality of support and other 
services provided by intermediary -, support -, and umbrella organizations to 
implementing organizations, and their impact on the quality of the activities of 
the implementing organizations. 

Therefore, it was decided to make the relationship between regional, state or 
national support organizations and _ local (village, block, district, diocese) 
implementing organizations the main theme of this programme evaluation. This 
relationship is assessed in the light of changes in the existing health care system 
and the health care policies in India. Changing health needs, demands and 
expectations of various sections of the population lead to the emergence of a 
health system that is taking in market mechanisms and an increasing role of the 
private-for-profit sector. These developments determine challenges for the 
voluntary health sector in the nineties in terms of Strategies, services offered, 
and their relationship with the government and the private sector. From this 
assessment, it was assumed, challenges in the (future) relationship between the 
CFOs and their Indian counterpart organizations would become clear. 


1.2 Objective of the programme evaluation 


Programme evaluation 60 is a strategic review of voluntary health sector 
policies in India as related to the support given by ICCO and Bilance. The 
programme evaluation aims at improving the efficacy and relevance of 
programme outputs (operational and support functions) and policy networks 
between implementing and support organizations as well as between these 
Indian partners and Bilance/ICCO. 

The programme evaluation therefore focusses on the relation between support 
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functions (organizations) and implementing functions (organizations) and the 
relevance of these services for target groups or client groups. Special attention is 
given to the contribution of support programmes to the quality of implementing 
programmes, and the role and impact of support organizations in advocacy and 
coordination on behalf of implementing organizations. 


“The objective of this programme evaluation is to provide more clarity on the 
additional value of regional and national support organizations towards the 
quality of implementing organizations. Furthermore as advocacy and 
coordination work is an important dimension of the work of support 
organizations, this part of their work is object of this study as well” (Source: 
ToR, see Annex I). Thus enabling an assessment of the respective Strategies of 
Bilance and ICCO to contribute to the voluntary health sector. 


1.3 Research questions of the programme evaluation 


The fieldwork of the programme evaluation was done on the basis of a Terms of 
Reference (See Annex I) that was formulated between Bilance, ICCO and DGIS, 
and a Plan of Operations (Annex ID) based on that and formulated by the 
evaluation team. 


The major research questions were: 

1. What is the contribution of support organizations towards the strengthening of 
the work of implementing organizations for poor and marginalized groups, 
given the health policies carried out by Government of India and 
developments in the private sector? 

2. What are, in view of providing optimal services to the poor and marginalized 
groups, the expectations of implementing organizations regarding the role of 
the support organizations in improvement of the effects and impact of these 
activities? 

3. What are, based on the answers to the above questions, recommendations to 
the support and implementing organizations regarding the possible 
improvement of the quality of the services offered? 

4. What are recommendations for the future support of both implementing and 
Support organizations by Bilance and ICCO? 


1.4 Deskstudy and field research 
On the basis of the ToR a teamleader (E. Heydelberg) was selected. A first step 


in the review process was a deskstudy under the responsibility of the teamleader. 
This deskstudy was done by D. Roth in collaboration with Dr.R. Narayan and 
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Dr. M. Wiebenga (October 1994). The deskstudy gave an outline of the health 
Situation and health policies in India and the role of the voluntary sector therein. 
The study presented a concise overview of Bilance and ICCO policies on India, 


and a description of fourteen preselected organizations currently sponsored by 
ICCO and Bilance. 


On the basis of the deskstudy four implementing and four support organizations 

were selected from those described in the deskstudy, to be visited during the 

fieldwork of the evaluation team. 

Criteria for selection were: 

1. relevance of activities in the light of the research questions as mentioned in 
the ToR. 

2. relevance in the light of a number of themes as elaborated on in the plan of 
operations 

3. relevance against the background of socio-economic developments and 
important developments in the voluntary sector in India. 


A small number of negative criteria were used in addition: 

¢ logistic feasibility of travel 

¢ absence of recent change and/or conflict in management 

* organization should not have gone through time/energy consuming external 
evaluations over the preceding twelve months. 


Moreover, two large national umbrella organizations, providing support 
functions to their membership of implementing organizations in health, were 
selected to hold policy interviews with the research team. 


Next to the teamleader, both DGIS and the CFOs had already selected one 
representative each. Under the responsibility of the teamleader four Indian 
teammembers were selected: a specialist on gender/community health, someone 
with a practical background in nursing/primary health care, someone with 
expertise in health policies/voluntary sector and organization/community health, 
an expert in the field of human resource development, especially training and 
research. 

A plan of operations for the fieldwork was subsequently formulated. This Plan 
of Operations was, with some minor adjustments, subsequently approved by 
DGIS and the CFOs involved. Most important in the Plan of Operations were 
four concepts that the mission found essential to value quality and potential of 
both support and implementing organizations. 


- participation/the ways and means the target group (clients of an 
implementing organization) or client system (clients of support organization) 
are involved in formulation and implementation of the services. What are 
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participatory structures, how are need and demand monitored and what is the 
status of the user of the services (member, customer, co-manager etc). 
Participation was chosen because it is a core concept in non governmental 
‘voluntary’ organizations. It is a vital motive in the co-financing programme 
to reach and ‘empower’ marginal groups. It is also an essential concept in 
community health. Moreover a number of support organizations are service 
Organizations on a membership basis wherein the question of control and 
ownership is important. 


accountability/what are the mechanisms to account for planning and 
implementation of activities. This relates, as under participation, to the 
position of the beneficiary of services vis-a-vis the operator. What is the 
mandate of the implementing organization in relation to its target group. How 
and by whom is this mandate formulated, monitored and adjusted? What 
mechanisms, in the case of the relation between support and implementing 
organizations, do account for quality, relevance and efficiency of services 
from support organizations to implementing organizations? How is this 
monitored and adjusted? 

What is the “common ground’ between the CFOs Bilance and ICCO, and their 
Indian partners? what are the main policy lines, where do we find 
concurrence, and where do we find contrast? This concept was chosen 
because it allows to account for quality and (cost) effectiveness of services 
between the providers of services (both implementing and support 
organizations) and those who benefit from these. Important questions for the 
targetgroups of implementing organizations, and essential to measure the 
value of contributions by support organizations. 


sustainability/this refers to the question how structural the contributions of 
the voluntary health sector are. Are they adding to long lasting solutions 
towards health (for the poor) in India in terms of quality and financiability? 
Where do local and small-scale activities tend to fit in with the financial and 
policy sustainability of the health system as a whole? This requires an 
exploration of roles and opportunities. Is the (implementing or supporting) 
non-profit Voluntary Organization supposed to take an entrepreneurial stance? 
Or should it take over government duties at a low cost as a second-tier health 
system? What would these strategies mean for cost recovery mechanisms 
(population/clients) and membership participation? The concept was chosen 
because it refers to the question how structural the contributions of the 
voluntary health sector are. In other words, is money well spent in the long 
run, or are the CFOs breeding incidental charitable projects? 


feedback/this concept refers to the instruments necessary to perform 
participatory, sustainable and accountable programmes: systems of planning, 
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performance monitoring and quality assurance aiming at bringing need and 
supply in line. This is a basic condition for a need-oriented and qualitatively 
sound planning and implementation. Several of the ICCO/Bilance partners 
have gone through (self-) evaluations aiming at mapping out health 
conditions and subsequent support needs in their catchment areas or client 
organizations. 


The field research (November 5 - December 2, 1994) had the character of a 
rapid appraisal of the operations and strategies of the selected Bilance/ICCO 
partners. From two to five days were spent with each organization. The review 
team of seven worked in two subteams, one focusing on implementing 
organizations and one focusing on support organizations. The ‘implementing 
organizations team’ visited BWRS (Calcutta), Village Health Workers Scheme, 
Berhampur Diocese, CCOORR (Vengal) and St. Thomas Mission society 
(Mandya). The ‘support organizations team’ visited VHAI (Delhi), Rajasthan 
VHA (Jaipur), CINI (Calcutta) and AGRT (Aurangabad). For both implementing 
and support organizations a small protocol was made on the basis of the Plan of 
Operations. The subteams had a common briefing and policy orientation period 
in Delhi (embassy of the Netherlands, PRIA, CMAI) and Hyderabad (CHAI). 
CMAI and CHAI were visited for a ‘policy interview’. These are national 
‘umbrella’ organizations that represent a large number of implementing 
organizations from a respectively christian and catholic background, who 
themselves fulfill a number of support functions. Common report writing was 
done in Vellore followed by a de-briefing seminar in Bangalore involving 
representatives of all organizations visited. (For travelscheme and composition 
of the subteams see Annex III). 


The approach of the mission during its 3 to 5 day visits to implementing and 

Support organizations was as follows: 

a. a concise functional description of activities was made of each organization; 
profiles in the deskstudy were used as the basis of these. 

b. on the basis of the information thus gathered, a Strategic analysis was made 
and discussed with each organization in the format of a SWOT! analysis; 

c. both with the individual organization, and at the end of the mission in the de- 
briefing seminar, a thematic discussion was held on points of particular 
relevance for the relation between implementing and support organizations, 
and for Bilance and ICCO policies. 


The observations and recommendations of the mission were put down in a 


document, prepared in Vellore, that formed the basis of the de-briefing seminar. 


10. SWOT stands for an analysis that reflects Strenghts, Weaknesses, Opportunities and Threats of an organization. 
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The same document formed the basis for an informal debriefing with Bilance, 
ICCO and Dutch teammembers shortly after the fieldwork. The descriptive 
profiles made of each organization visited were discussed in separate sessions 
with responsible desk officers of Bilance and ICCO as a check and last round of 
information gathering. 


1.5 Strengths and limitations of the programme evaluation 


In the process of this programme evaluation (PE) it became clear what the 
strengths and limitations of this particular PE are. 


Strengths 

A major strength of the PE is that it places the contributions of Bilance and 
ICCO to the voluntary health sector in the context of recent socio-economic 
developments and related developments in health and health services delivery in 
India. 


By assessing the relation between support organizations and implementing 
organizations it becomes possible to identify adequate strategies for the 
voluntary sector to address its weaknesses and obtain its objectives under 
changing conditions. 


In identifying these strategies, the evaluation allows to differentiate between the 
roles of the parties involved: support organizations, implementing organizations, 
the CFOs; 


Limitations 

The programme evaluation is not an external valuation of programmes and 
policies of support and implementing organizations. The organizations visited 
were not individually evaluated on their outputs and impact of their services on 
the health situation of the population, nor were they measured as to whether or 
not they fulfill the conditions of sponsoring by ICCO and Bilance. 

Especially in the case of the contribution of support organizations, it is not 
possible in the context of a programme evaluation to measure the added value of 
for example training and documentation given to an implementing organization 
in terms of a better health situation for the beneficiaries of that implementing 
organization. This would require a survey of service outputs and impact over a 
prolonged period. Currently these data are not systematically available in the 
voluntary health sector. Moreover the implementing organizations visited did 
not obtain their support from one source, but from a variety of sources on 
different levels. Making it more difficult to assess the impact of specific support 
organizations. 
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From the perspective of implementing organizations it is not support 
organizations that they are interested in foremost, but support functions that they 
obtain from different levels and organizations, including from support 
organizations such as visited in this PE. 


2. HEALTH POLICIES, VOLUNTARY SECTOR 
AND DEVELOPMENT SUPPORT 


In this chapter information is given on the context of the programme evaluation: 
health and development in India. Presented are basic data on the health system 
in India, government policies and provision of basic health services, position of 
the voluntary health sector in India, the policies of Bilance and ICCO in health. 
In Annex IV a concise background on India is given as well as basic health data 
and health status indicators. 


2.1 The Indian Health System 
2.1.1 Population, development and family welfare 


The development process in India has tried to gradually reduce the proportion of 
people living below the poverty line, with different degrees of success and 
failures in various regions (poverty line: annual income of Rs 11.000 or less). 
Since over 40% of the worlds’ absolute poor live in India, special efforts have 
been initiated to provide a social safety net. 

State governments have invested in infrastructure development to varying 
extends. Complicating the ‘poverty problem’ are other social issues of 
marginalization, like variations in percentage of scheduled castes and tribes, 
levels of urbanization and levels of labour bondage. Poverty alleviation 
programmes therefore cannot be just economic and technological packages, but 
need to be deeply rooted in the local socio-cultural and development diversities. 


These directions in development are bound to have their effect on population 
growth and health status which will become more evident in the years to come. 
However, close monitoring and supportive Supervision and continuous 
orientation of government functionaries will be required to ensure that the gains 
are not in paper but in actual ‘on the ground realities’. 


2.1.2 Primary health care services 


Based on two expert reports (The Bhore committee report, 1946 and the Sokhey 
Committee Report; both pre-independence), the Government of Independent 
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India launched a massive programme for the establishment of Primary Health 
Centres (PHCs) from 1952, covering initially 100.000 population with 
subcentres at 10.000 population level. 

The primary health centres were envisaged to have doctors, nurses, lady health 
visitors, auxiliary nurse midwives, sanitary inspectors, block extension 
educators and basic health workers. This pattern was adopted all over the 
country and adapted by each state in terms of levels of coverage by PHCs and 
subcentres, according to local needs and resource availability. 

Initially, the health workers, especially the male workers were uni-purpose 
focusing on special problems like malaria, filaria, trachoma etc. In the early 
1970s, the whole PHC concept was reviewed and all uni-purpose workers were 
retrained as multipurpose workers and the whole distribution and function and 
supervision was rationalized. 

Now primary health centres range between coverage of 50.000 and 80.000 
population and subcentres from 5.000 to 10.000. At least three doctors are 
posted to the centres - one senior medical officer, one lady medical officer 
especially in charge of mother and child health and family planning, and one 
other medical officer who may be involved with training of health workers or 
may be of an alternative system of medicine. The subcentres have at least one 
male and one female multipurpose worker and groups of subcentres are 
supervised by male and female health supervisors. This is the basic pattern but 
there are variations and diversities in the different states. 


In 1977, the government launched the community health guide (CHG) scheme 
which aimed at identifying and training at least one community-based volunteer 
for every 1.000 population in basic health care needs. This scheme was taken up 
by some states only. Training of traditional birth attendants was also adopted as 
a programme in the 1960s, but it got greater emphasis in the later decades. In 
recent years the CHG scheme has been somewhat neglected. 

In the early 1980s, the government has initiated a plan to upgrade every 4th 
PHC to a 30-bed hospital with some specialists in the basic disciplines of 
medicine, surgery, obstetrics and gynecology and paediatrics, but this scheme is 
progressing very slowly. 


2.1.3 National programmes 


Over the years the government of India at the centre has launched a number of 
national programmes to deal with specific diseases and health problems. While 
these are vertical at the centre and state ministry level they integrate into the 
primary health centre system. 

The programme planning, organization and implementation and evaluation is 
carried out by experts both at the central and state directorate levels and the 
specialized National Training and Research institutions. The special national 
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programmes sponsored by the Central Health Ministry include among others 
programmes for eradication of malaria and leprosy, control of tuberculosis, 
filaria, kala-azar, STD, AIDS, control of blindness, goitre, cancer, guineaworms 
and mental health programmes. In addition, family welfare, universal 
programme of immunization against six vaccine-preventable diseases, vitamin A 
and iron and folic acid supplementation programme, ORT and diarrhoea control, 
ARI control and training of TBAs programme have been more recently grouped 
under the CSSM group (Child Survival and Safe Motherhood) programmes. 


2.1.4 Family planning (welfare) programme 


The Family Welfare Programme aims to provide family planning services within 
the broader context of MCH care. It disseminates information and organizes 
services to enable couples to make voluntary and informed choices regarding 
size of family, spacing and contraception. Links are established with other 
development programmes in the areas of education, nutrition, poverty 
alleviation and minimum needs. The programme includes primarily the 
provision of MCH and FP services through the large network of PHCs and 
subcentres, supplemented by training of personnel and_ infrastructural 
development. The methods promoted are sterilization, condoms, IUDS and oral 
pills. Recently injectables and implants have also been introduced. 

As part of an overall strategy to reduce IMR and MMR and complement the 
programme, the Universal Immunization Programme (UIP) for six vaccine 
preventable diseases in children and tetanus toxoid for pregnant women has 
been introduced. A new child survival and safe motherhood project (CSSM) is 
under implementation since 1992-1993. Apart from sustaining high coverage of 
UIP it also provides ORT, prophylaxis schemes for control of anaemia in 
children and pregnant women, control of blindness in children by vitamin A, 
supplementation and control of ARI in children. 


Training of traditional birth attendants and provision of aseptic delivery sets, and 
strengthening of first referral units to deal with high-risk pregnancies and 
obstetrical emergencies are also components. Medical termination of 
pregnancies on health grounds is now legally permissible and provided for as a 
safeguard against clandestine abortion under unhygienic conditions. The whole 
programme is also linked to a massive information, education and 
communication strategy that includes both modern media and traditional media. 


2.1.5 Health financing 
The position of the voluntary health sector must be appreciated in the total 


context of resources available in the Indian health system, and their accessability 
for poor and marginal groups. 
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A few data give a picture on government, private sector and voluntary sector 

spending on health and their respective coverages!!. 

1. Government allotment for health care including medical care, family welfare, 
public health programmes, water and sanitation etc have gone up 
progressively in each plan period. Reaching an expenditure of over 82 billion 
rupees in 1991-1992 (Rs 91.85 per capita). 

2. The estimates for private expenditure on health, based on various indirect 
estimates for the same year 1991-1992 was 90 billion rupees (Rs 105.40 per 
capita). 

3. Per capita state incomes are quite variable, but some states like Tamil Nadu, 
Kerala, Karnataka, show higher per capita state expenditure on health, with 
better dividends in health status indicators. 

4. Recent studies documented that household expenditure on health can be as 
high as 5.75 percent, Rs 183 per person. 

In a particular study 13-15 percent of health services was estimated to be 
delivered by the government, while private providers delivered services in 
77% of cases where people were seeking for services. 

5. The voluntary sector serves or covers about 5 percent of the population, some 
recent studies done by VHAI/Ford foundation, show that they tend to provide 
low cost services as compared to the public and private sector. Financing was 
done from a number of different sources of revenue - government grants, 
foreign donations, community and self-financing funds (cooperatives, pre- 
payment schemes), fee for services and running of for profit services to 
support health care for the poor. 


2.2 Health and the voluntary sector 


Consistent with ancient traditions in India of local self-government, in 1993 
constitutional amendments have been brought in (Panchajat Raj), with two 
major new features that are hoped to make the concept of local self-government 
and decentralization an effective instrument of national development. First, 
greater financial and other powers and responsibilities have been devolved to the 
elected village bodies at the village, block and district levels. Second, there is a 
33% reservation for women and reservations for scheduled castes and tribes in 
proportion to their population. The act lays down all the areas of development 
that will be under the purview of local village-based elected bodies. These 
include public health, water and sanitation, and supervision of the functioning of 
the governmental primary health centres. 

The implications of these new developments are yet to be fully realized by the 
government health sector (the professionals and the bureaucracy), and even by 


11. Different sources were used, these are summarized in: State of Indias’ Health pp. 341-347, VHAT 1992. 
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the elected village leaders. The detailed modalities and strategies are still being 
worked upon. Some states have initiated or completed the election process. 
Massive training and orientation programmes, both by the government and the 
voluntary sector, are under way to equip elected village (Panchajat) leaders to 
carry out their new responsibilities, including those related to health care. It is 
expected that the re-emergence of the concept of local self-government as a new 
commitment to Panchajat Raj will be an important, if not crucial factor in the 
evolution of health care strategies in the 1990s and the role of the voluntary 
sector in developing such strategies. 


The role of the voluntary sector in the 1980s was marked by the emergence of 
alternative trainers, networkers, researchers and issue raisers. Moving away 
from the earlier role of alternative service providers, many Voluntary 
Organizations began to get involved with community organization and 
empowerment. The 1990s are seeing a rapid professionalization of the voluntary 
sector, and perhaps an increasing emphasis on ‘market’ values because of the 
decreasing availability of government funds. 

After many years of relatively ignoring the voluntary sector, the 1982 National 
Health Policy set a new trend. Not only was the voluntary sector recognized as a 
partner in development, but, since the enunciation of policy, the government has 
sought to direct more of its funds to support projects run by this sector. 

Increased availability of funds, resources and associated services, while being a 
good indicator of the recognition of the role of the voluntary sector, has in the 
voluntary sector also led to increasing fear of cooperation with state and national 
governments as well as with donors. Examples of this are also found in the 
relation with, often dominant, foreign donors. Donor agendas increasingly 
impose programmes and activities, like on HIV/AIDS, that are not always at the 
forefront of priorities in the voluntary health sector. In the relation between the 
government and the voluntary sector there is the possibility of the government 
off-loading its welfare responsibility onto the voluntary sector. Some indications 
of this trend are directly evident. 

It is important to realize that the voluntary health sector (with around 5.000 
organizations) reaches less than five percent of villages and poor urban 
communities'”. This indicates that the voluntary sector on itself can only be a 
factor of development within appropriate partnerships. In a situation in which 
corporate, for-profit interests in health are growing, a government role in 
regulation and standardization is more necessary than ever. Examples here are 
not only the emerging for-profit hospitals, but also the pharmaceutical industry, 
pesticides and other environmental risks, hazardous nutrients and consumer 
goods etc. 


12 .Meera Chatterjee ‘Health for Too Many: Indias’ experiments with Truth, In: Jon Rohde c.s. ‘Reaching Health for 
All’, Oxford University press, 1993. 
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2.3 Policies of ICCO and Bilance on health in India" 


Bilance and ICCO share a basic policy framework for their support to the health 

sector in India, The main features of this framework are: 

- poverty alleviation and empowerment of the marginalized and vulnerable 
groups in society (scheduled tribes, low castes, slum dwellers, women from 
these groups) 

- a Strategy of facilitating this process through creating the necessary 
conditions with emphasis on the financing of basic social services 

- prioritization in health services and policies 
1. the basic concept of community-based health care; 

2. the need for both basic health services and community action for health; 
3. a special emphasis on womens’ health, child health and AIDS. 


Bilance and ICCO have developed different strategies to support community- 
based health programmes. ICCO has put emphasis on funding the support 
functions of national and regional network organizations. These organizations 
cater to the need of member and client organizations which are active in the field 
of community health. 

Bilance focuses on implementing organizations with an often small scale. An 
exception is the long-standing relationship with CHAI, the catholic umbrella 
organization in health. Bilance has guided its partners mainly through budget 
allocations, visits by their medical advisor, and funding of small training centres. 
Both Bilance and ICCO operate in partner networks that consist partly of church 
organizations or have roots in church-based networks. As far as the programme 
evaluation team could monitor, these organizations all cater to clients and 
communities of all denominations. Both Bilance and ICCO seem open to 
sponsor non-church organizations that fit in the policy framework. The State 
Voluntary Health Associations (VHAs), sponsored by ICCO, can not be labelled 
as church-based organizations; they are secular. 


It has been tried by both Bilance and ICCO to channel funds to smaller (often 
implementing) organizations through established relations with umbrella 
organizations like CHAI and CMAI. Experiences with this mechanism were not 
favorable. The umbrella organizations often lack administrative capacity to 
maintain this function. There is also an unwillingness from the side of member 
organizations to become a ‘dependent’ of the umbrella organization, as it is often 
felt, and not be treated as an autonomous member. In practice, however, both 
Bilance and ICCO still get many of their new projects through the informal 
advice and mediation of their existing partners. This is for example the case with 


13. Information in this paragraph is based on several documents, sources and interviews; see also deskstudy for further 
references. 
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State VHAs for ICCO, through VHAI. This is also the case for a number of 
diocesan programmes supported by Bilance, like Berhampur and Mandya, 
which Bilance took up through CHAI. 


The support organizations in the voluntary health sector over the last years, have 

been funded by Bilance and ICCO on the following functions: 

- information dissemination on public health issues; 

- to promote the concept of community health and to promote Community 
Based Health Care (CBHC)-programmes; 

- support of member Voluntary Health Organizations in manpower 
development: training, workshops, seminars, etc.; 

- advocacy and lobbying on behalf of the Voluntary Health sector towards the 
government. 


The two CFOs experienced a number of constraints in their support to national 

support organizations: 

- - lack of prioritization within the support organization; 

- difficulties in monitoring the impact of support activities on member-NGOs 
and their satisfaction with services; 

- a tendency in support organizations to be more responsive to national and 
governmental needs than to the needs of member-NGOs; 

- policy discussions with a broad donor consortium and other donors not in the 
consortium proved to be difficult and not always coherent. 


While the volume of funding support organizations at national level remains 
stable, funding of regional networks and State VHAs has increased. Member- 
NGOs seem to find it easier to identify themselves with small networks, in 
which they also experience more democracy and more direct service. However, 
State VHAs operate very differently in each state. As a result, the quality of their 
work varies extensively. NGOs with a big and successful community health 
programme are becoming increasingly important to conduct training and to 
assist other NGOs in setting up a CBHC programme (e.g. Community Health 
Programme-Jamkhed and CMAI-Bihar, AGRT-Pachod, CIN I-Calcutta). 


Acquisition and selection of new partners for Bilance and ICCO is triggered by 
‘referrals’ from a multitude of sources in India, very often stemming from 
already existing networks. From a flood of project proposals sent to the offices 
of the CFOs, those proposals are selected which seem to be qualitatively sound 
and which match the policy of the CFOs. 


Some basic criteria for new funding relationships that are in use at this moment 


are: 
- Voluntary Organization with FCRA number: 
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- Voluntary Organization working with marginalized or stigmatized target 
groups: 
= in one of the BIMAROU states (Bihar, Maharastra, Rajasthan, Orissa, 

Uthar Pradesh); 
= in slum areas; 
= women and girls, particularly those deprived of education and health care 
= physically disabled persons; 
= HIV-high risk persons and AIDS victims; 

- the organization must have an independent and well-functioning board, must 
be well-reputed (references in India); where possible a desk officer of the 
CFO will pay a first orientation visit; 

- the project proposal should contain a baseline survey, an innovative approach, 
and/or interventions which are clearly oriented to local needs; 

- participation of the target group should be clearly planned for; sensitivity 
towards gender issues and empowerment of women should be clear; 

- health issues should not be approached only through a medical perspective, 
with health services as the only intervention, but should be approached by 
attacking the root causes of ill health: poverty, powerlesness, discrimination 
by caste or sex, ignorance, lack of infrastructure etc. Preventive health care 
(health education, water & sanitation, mother & child care) should be the 
focus of the basic health services. 


In India, the voluntary health sector is very fragmented and dispersed. There are 
just not two or three organizations that represent the majority of the sector. 
Unlike for example in many African countries, the stake of church organizations 
in provision of health services is not very large. Though the church networks are 
large, their role in the total health sector is quantitatively marginal. A great 
number of Voluntary Health Organizations operate regionally on their own, are 
part of networks with non-health organizations in their catchment area and value 
their autonomy very much. This indicates that especially the implementing 
organizations in health can only be contacted by donors such as Bilance and 
ICCO through a multitude of support organizations and networks. There seems 
to be space for improvement of cooperation and coherence between church 
health organizations in order to decrease fragmentation and increase efficacy in 
the use of resources from the donor community. 
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3. PROGRAMME DESCRIPTIONS; PRACTICES 
AND CHALLENGES 


3.1 Introduction 


In this chapter a concise description is given of the four support and four 
implementing organizations that were visited during the fieldwork of the 
Programme Evaluation. Each description is followed by an assessment of 
sustainability, feedback, participation and accountability in the work of the 
organization. At the end of the profile of each support organization, a conclusion 
is formulated as to their contribution towards implementing organizations. At the 
end of the profiles of the implementing organizations a conclusion is formulated 
with reference to their expectations and experiences with support organizations. 
As will become clear from the profiles of the organizations visited, there is not 
always a crisp clear distinction between support organizations and implementing 
organizations. Of the four support organizations two, CINI and AGRT, are also 
implementing basic health programmes. These organizations see support work 
as a natural off-spring of these activities. The two other support organizations, 
VHAI and RVHA, although they see themselves exclusively as Support 
organizations, do have small innovative programmes that they implement 
themselves. 

Two of the implementing organizations, CCOORR and BRWS, fulfill support 
functions in local networks of implementing organizations, notably on training. 
In the descriptions of each of the organizations, and especially in the conclusions 
thereof, it is made clear where the emphasis is, and how implementing and 
support activities within one organization do relate. 

In paragraph 3.4 of this chapter, an account is given of policy interviews held 
with CHAI and CMAI, the national umbrella organizations for respectively 
catholic and christian implementing organizations. Both organizations fulfill an 
array of support functions for their membership. 
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3.2 Support organizations 
3.2.1 Child in Need Institute (C7II6ONI), Calcutta, West Bengal 


Project/programme: Integrated Development Programme for the 
Women and Child in Need (phase IT) 


level : local/regional support and implementing 

urban/rural > rural 

File number _ t ZA 15493 (934319) 

Commitment : three years (1993-1996) 

Financing : total > Dfl. 545.835,- 
local contribution : Dfl. 93.828. 
other donors : Dfl. 179.089,- 


contribution ICCO: Dfl. 272.918.,- 


The Child in Need Institute (CINI) is a secular organization active in the fields 
of health and development. CINI was formally established in 1975. Initially the 
activities focused on nutrition supplementation, MCH and immunization. From 
1980 the Government of West Bengal entrusted training programmes to field 
level government workers regarding post-relief, clinic-based health education 
and development to CINI. Later, more comprehensive approaches to village 
development were taken by CINI, resulting in the current programme. 


Vision 

In CINIs’ vision on health and development, the need to perform the role of 
‘watch dog’ with regard to public policies is central. Further, the organization 
sees an important role to play in advocacy towards the government by making 
use of its network of NGOs and other development organizations. CINI stresses 
the importance of addressing womens’ needs instead of addressing those of 
children only. 

CINIs’ programme is service-oriented, but CINI envisages a shift towards 
advocacy and empowerment. CINI does not make a strict distinction between 
implementing work and support work, these are seen as complementary 
activities in an integrated process. In this process the role of field workers could 
change from implementation towards facilitation, and CINI would form a 
reliable data base to support advocacy activities. 


Objectives 

CINI has as its main objectives: 

¢ To develop and implement a community-based, low cost comprehensive 
health care programme for mothers and children; 

¢ To organize women into effective groups (mahila mandals) which will initiate 
group action programmes in MCH; 
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¢ To raise mothers’ income as well as that of the family by activities at 
household level. 


Next to these main objectives, the training of health and development workers 
for government and NGOs, basic research and consultancy in PHC, as well as 
monitoring and evaluation of ongoing CINI activities are important secondary 
objectives. 


Target group 

The target group of the programmes implemented by CINI comprises children 
under the age of six years and women. As a large number of (poor) Muslims live 
in CINIs’ working area these have a relatively large share in CINIs’ 
programmes. Apart from implementing activities CINI also acts as a support 
organization for a number of - mainly small - NGOs in the surrounding area. 


Support functions 
CINIs’ main activities have a rural focus in the district of 24 Parangas. Activities 
addressing urban problems are being carried out by CINI-ASHA, one of CINIs’ 
off-shoots. CINIs’ activities can be subdivided into field-based, institution-based 
and support services. Main programmes carried out by CINI are health service 
programmes, community development, environmental change, training, 
research, publication, referral services and consultancy work. Health activities 
comprise the following: 
|. field-based activities: 
children (0-6): preventive, promotive and curative activities; mothers: 
antenatal services; health and nutrition education; post-natal care; motivation 
for family-spacing; referral services to the institution-based activities; clinical 
services; referral centre for child care;family spacing programme; public 
awareness; womens’ credit groups. 
2. institution-based activities: 
emergency ward; nutritional rehabilitation centre; thursday clinic; daily OPD. 
3. support services: training exposure for trainees from government and NGOs 
(a.o. health management, PHC); resource centre for NGOs: action research 
programme for further programme development. 


Fields of innovation are aids prevention/awareness, girl child campaign, 
womens’ health and child labour. 


Policy assessment 
Participation 


The focus of CINI as a service provider is that of a caretaker rather than 
entitlement. CINI considers itself as a safety-net for those communities that 
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(still) lack government services and/or have not (yet) organized themselves in a 
development forum. CINI considers health as part of overall development. Thus, 
their approach is not restricted to health care alone. In the field of health care. 
priority is given to preventive and promotive rather than curative aspects. CINI 
fully supports a comprehensive community health concept and approach. 
Emphasis is laid on participation by mothers and family members. 


Initially CINI experimented with decentralization of health care through mahila 
mandals. Later, it was realized that, with respect to other important issues, there 
is a great need for broader village involvement and representation. Therefore, 
CINI decided to start working through so-called ‘village development forums’ 
(VDF) that can tackle development issues such as water, Sanitation, education, 
income generation. The mahila mandals play an important role in the VDFs, and 
continue to do so in village development. 


For the purpose of programme implementation and gradual phasing-out of CINI, 
the working area has been subdivided into three distinct areas (A, B and C). The 
areas A and B are part of the existing project area. Area C consists of villages 
which have not yet received any assistance from CINI and are not (yet) served 
by any government agency. Target villages can be subdivided as follows: 

A (15 villages): in these villages the village development forum (VDF) is 
supposed be to be fully operational. The VDF will be responsible for a 
population of about 25.000 people, with only minimal technical and clinical 
support from CINI; 

B (35 villages): in these villages CINI facilitators will phase out within the next 
three years, handing over tasks to the village development forum. The total 
population of these villages is about 51.000. Villages in this category require 
more regular support; 

C (15 villages): these villages have not yet received assistance from CINI, nor 
are there any government services. CINI will bring primary health services here 
and start mahila mandals and other groups. 


Sustainability 

CINI cooperates with the government whenever such cooperation is considered 
relevant, especially in the field of training. At the local level CINI collaborates 
with the state government. CINI also participates in the national government 
programme for Integrated Child Development Services programme (ICDS). 
CINI claims that, due to involvement of CINI, PHC-services provided by the 
government of West Bengal in CINIs’ working area have improved. 


CINI cooperates with a number of (smaller) NGOs active in the field of 
community health and development. CINIs’ support to these NGOs is restricted 


to the provision of information and support on request. Hardly any effort is 
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being made to stimulate NGOs in improving their work by, for instance, 
ensuring quality mechanisms. The basis seems to be: serve as requested. 


CINI is an active member of the West Bengal Voluntary Health Association 
(WBVHA), which according to CINIs’ director should limit its role to building a 
strong Voluntary Organization-movement and not become a funding channel. 
Although CINIs’ director has been closely involved in the establishment of the 
Voluntary Health Association of India (VHAJI), at present there is hardly any 
contact or cooperation with this association. CINI further takes part in the 
Standing Committee of Voluntary Action (SCOVA) on health. The director of 
CINI is a member of the National Commission on Nutrition, headed by the 
Prime Minister of India. Little collaboration exists with non-health NGOs like 
womens’ or environmental groups. 


CINI is highly dependent on donor funds and it deals with all its donors 
separately. No donor consortium exists, nor are there any guarantees for long- 
term core funding. This hampers the development of a consistent and continuous 
planning and evaluation cycle in CINI, including the necessary monitoring of 
programme outputs. 


Feedback 

A strong point of CINI is its development attitude and phasing schedule in 
working with communities from an intersectoral attitude. The work with 
womens’ groups is a fine example how health, an issue which generally has no 
priority in communities, can be addressed as one of the spearheads of non-health 
groups, whereby the health programmes and intentions benefit from the broader 
scope of such womens’ groups or intersectoral community-based development 
programmes. 


Human resource development in CINI is mainly geared to training mid-level 
professionals. Training (both on and off the job) is done for auxiliary workers. 


The MERU (Monitoring Evaluation Research Unit) department in CINI is 
involved in social and action research. It is donor-driven in its agenda and 
provides little contribution to some of CINIs’ core functions. It provides 
reasonable quality, but could be strengthened in terms of continuity as a provider 
of data and technical guidance to standing programmes. MERU could be made 
financially more sustainable by allocating to it programme funding instead of 
project funding. MERU should be given opportunities to develop monitoring 
instruments 


The optimal balance between a welfare and community-oriented caretaker 
approach and the professional demands of health services is difficult to find, 
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especially in areas where CINI has no implementing functions. CINI might try 
to develop a stronger cooperation with the government. Support given by CINI 
to, for example, AGP, a local community development Voluntary Organization, 
in the field ofthealth seems technically weak, and can only become stronger in a 
context involving government basic functions. Weaknesses can be found in 
health information, supervision, monitoring, at risk mapping etc. 


In its core services CINI has a well worked out methodology with a high profile 
on education and prevention. There is a good balance between curative and 
preventive services. A challenge is to feed the experience of CINI services into 
the government system of services. At present this is done through training and 
exposure. 

The financial sustainability of CINI is weak. It is very dependent on donors and 
does not place high priority on the development of cost-recovery and other 
financial mechanisms. 


Accountability 

The sense of ownership among the NGOs supported by CINI may be limited. 
The sense of ownership of communities over their local (NGO) activities may be 
much larger, with CINI in the role of a distant provider of services and attitudes. 
Therein CINI presents a rare combination of social entrepreneurship, building a 
whole range of need-oriented programmes and sister organizations, and a 
caretaker attitude in its direct provision of services. 


Conclusions on support functions 

CINI originates as a relatively sophisticated implementing organization and has 
built its’ support functions from there on. Training of both government and 
NGO workers and exemplary practice and methodology of its own institutions 
have a wider impact on quality of health services. Therein the implementing 
work is an asset, a showcase if one likes to say so, in its Support work. CINI 
forms an important part of a support network for many small NGOs in the area. 
These are not well represented in the board of CINI. Quality mechanisms such 
as health information, the planning cycle including evaluation, supervision, 
follow up of training are not well developed in the service package of CINI as a 
support organization. Nor are they very well marketed towards the customers. 
This field could be improved by gearing the research department more to the 
implementing work and develop supervision as a tool to improve quality. In the 
view of the mission CINI than can be a catalyst of quality when it further 
develops the technical conditions and communication with the customers, the 
implementing organizations in the area. 
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3.2.2 Rajasthan Voluntary Health Association (RVHA), Jaipur 


Organization : Rajasthan Voluntary Health Association (RVHA), 
Jaipur, Rajasthan 
Project/programme: Support to RVHA programme, 1993-1997 


level : state level support organization 
urban/rural > urban and rural 

File number > IN 145011 934061 

Commitment : four years (1993-1997) 

Financing : total : Dflh 425.485.- 


own contribution : — 
contribution ICCO : Dfl. 425.185,- 


RVHA is a secular intermediary (support) organization with a membership of 
NGOs operative in Rajasthan. RVHA was established in 1991 as an independent 
organization, in close cooperation with its national umbrella organization, 
VHATI. It has in the first place a platform-, training-, motivational and lobbying 
function. RVHA originates from the cooperation between regional NGOs in the 
wake of research done by VHAI during 1985-1987 drought period in Rajasthan. 
More than 100 NGOs were involved in the preparations for the establishment of 
RVHA in 1991. The organization has well-defined membership criteria and has a 
voting membership of 17 (both organizations and individuals) and a larger 
network of associate members. 


The state of Rajasthan is characterized by a generally low level of socio- 
economic development. Nearly eighty percent of the population live in rural 
areas and depend on agriculture for their subsistence. Almost half of the total 
land area is brought under cultivation. However, only one fifth of the cultivated 
land is irrigated, the remainder is flooded in rain. The health situation of the 
majority of the population (particularly of women and children) is bad. Mortality 
and morbidity indicators for Rajasthan are higher than the Indian national 
averages and the inferior position of women is reflected in a sex ratio of 
912/1000. 


Vision 

RVHA stresses the need to develop a broad-based health movement which 
strives for a better health care in Rajasthan, greater access to health facilities and 
a better health status for the poor segments of Indian society as a whole. 


Objectives 

RVHA supports NGOs involved in the implementation of health programmes. It 
provides training, information, education and training of village health workers 
(VHWs). Specific points of attention are: environmental issues: strengthening of 
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the position and improvement of the health situation of women; information to 
the general public; training of VHWs; information on over-use of medicines; 
prevention of exploitation by quacks; quality and availability of drinking water; 
and common occupational diseases (e.g. tuberculosis and silicosis). 


The main short-term and mid-term objectives of RVHA are: 

- strengthening the common forum of voluntary organizations in Rajasthan, to 
focus on shared concerns and undertake joint action programmes; 

- to improve the functioning of government state health services via liaison 
with voluntary organizations and interaction with the state government, the 
medical and health department, the IEC bureau and public health engineering 
department (PHED); 

- to improve, via training, supply of information and interaction, the function- 
ing of medical professionals and traditional health practitioners: 

- to mobilize public opinion against irrational health care, unnecessary drugs, 
unqualified sex determination tests, abortions and the malpractice of quacks: 

- to increase the level of knowledge among the public about health and health- 
related issues through campaigns, exhibitions and the distribution of 
documentation materials; 

- to improve the status of womens’ health through research, development of 
information material, and activities in the field of advocacy; 

- to execute relevant studies and research in order to collect proper information 
and a solid basis for the planning and action of RVHA activities and 
interventions. 


Target groups 

Direct target groups of RVHA are: 

I. the partner organizations which are involved in a variety of activities. 
including health, education, research, environmental rehabilitation, water 
conservation, income generation, safe water supply etc. RVHA plays a 
facilitating role through the motivation, training and improvement of the total 
functioning and performance of these organizations; 

2. the general public; 

3. the members of the State Legislative Assembly (for lobbying activities); 

4. government health functionaries (for liaison work with NGOs). 

Indirect target groups are the poor and neglected sections of the population of 

Rajasthan (including tribals and dalits in the Aravalli hills and Thar desert). 


Support functions 

A.research activities on environmental problems, preventable communicable 
diseases, occupational health hazards, women health workers, primary health 
centres, AIDS, privatization, the voluntary sector in Rajasthan, and the 
evaluation of national health programmes like malaria, are carried out; 
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B.campaign and lobbying activities focus on the impact of pesticides on health, 
water-related health problems, occupational health hazards, rational drug use 
and other issues. These campaigns are addressed to district, state and central 
government; 

C.training activities on various subjects for diverse target groups as, for 
instance, TBAs, VHWs, school teachers, womens’ health and adolescent girls; 
implementation of a pilot school health programme as an off-spring of 
training activities; 

D.communication activities, through a communications team, exhibitions, and 
the production of RVHA publications in local language, networking with 
northern VHAs through a newsletter for community health workers is part of 
this .departments activities. 


Policy assessment 


Accountability/Participation 

RVHA emerged as a practical, need-oriented, organization based on the worries 
of health professionals and community needs as perceived by them. From the 
start on there has been a high accountability towards the membership. RVHA 
has a two-pronged approach. First, it caters to direct needs of its membership 
(training, studies, eye camps, innovative health activities etc.). Second, it 
influences the state government on the basis of those activities and issues. The 
practical orientation of RVHA is still reflected in studies of problems and issues 
specific to Rajasthan, such as miners health and high fluoride levels in drinking 
water. 


Important points in the strategy of RVHA are: 

- stimulating the further strengthening of primary health care activities of 
member-organizations; 

- the interaction between factors influencing health and the prevention of 
diseases; 

- stressing the importance of the role of other sectors; 

- paying attention to state-specific problems (main problems in Rajasthan are: 
child mortality, nutrition, safe water supply and water-borne diseases, 
occupational diseases (TB, silicosis) womens’ diseases, diseases caused by 
ecological degradation, and addictions (alcohol, opium). 


Feedback 

RVHA has set up a planning and monitoring mechanism with annual plans, 
action plans, reports and quarterly reviews. Though there is not a Strategic plan 
as yet to act as a framework, RVHA seems to follow a path that will eventually 
lead to such a plan. An example is the way they direct the building of a data base 
on health (State of health in Rajasthan, Backward areas report) towards a district 
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health planning approach. This is an opportunity for RVHA to commit the 
government to such an exercise and include government sources in district 
planning. The development of a monitoring data base is a priority to get this 
district planning ahead. In a strategic plan RVHA will have to address the 
interaction between service oriented and action oriented groups in_ its 
membership. It is also not yet clear what makes an organization eligible for 
RVHA membership. At present many NGOs have not yet joined in the core 
membership. 


An overall course might be to develop from a caretaker to a mobilizer and 
enabler. But this requires a strategic plan, development of skills and materials 
and improved communication with an enlarged group of members. RVHA has 
formed a group of eminent consultants that could guide and sustain this process. 
Special attention is needed in developing a community health philosophy, 
integrating areas such as indigenous medicine, AIDS, school health and other, 
now sometimes scattered activities. This should be done in a communication 
process with the membership. 


Sustainability 

Financial sustainability could be increased through higher contributions, sale of 
materials, attracting government funds for specific functions (e.g. school health) 
and donor funds. The latter, from a point of sustainability, should cover 
specifically innovative steps on the road to planning, monitoring and improved 
training and technical capacity. 


In terms of CFO relations, RVHA would deserve a long term commitment from 
a consortium of donors, earmarking budgets for the above mentioned functions 
connected to a 5 year strategic plan. 


In its advocacy, mainly towards the government, RVHA opted for dialogue and 
lobby work on the one hand, and campaigning with the legislative assembly on 
the other hand. As in the case of the recent malaria outbreak, there was a clear 
conflict of interest between the government (which wanted to belittle the 
outbreak for fear of, among others, loss of tourism revenues) and RVHA (which 
wanted to expose the epidemic to trigger preventive measures, like control of 
new irrigation canals that form a breeding place). 


Conclusions on support functions 

The support functions of RVHA do stem directly from the needs of a 
membership of mainly implementing organizations. RVHA is a catalyst of 
quality improvement as well as an advocate on behalf of implementing 
organizations at state level. It is also itself an example of decentralization with 
reference to its ‘intellectual mother’, the national support organization VHAI. 
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The small school health programme that is being implemented by RVHA itself is 
seen as a pilot and innovative set-up, not as a core activity. There is a need to 
develop membership criteria for implementing organizations in the State. Clarity 
has to be developed on which functions can be decentralised further, which 
functions can and should stay at RVHA and which ask further cooperation. For 
example support from national level, such as VHAI. An interesting development 
is Cooperation on publications and documentation between several state VHAs 
in the Hindi belt, who share the same language and problems. This kind of 
diversification of support functions to different levels (i.c. district, state, region, 
national) asks for a lot of flexibility both in expertise as well as in financing and 
management. 


3.2.3. Voluntary Health Association of India (VHAI), New Delhi 


Organization : Voluntary Health Association of India (VHAI), 
New Delhi 

Project/programme: programme financing 1992-1995 

level : national 

urban/rural : urban and rural 

Organization type : intermediary (service and support) 

File number > IN 123041 (923350) 

Commitment : three years (1992-1995) 

Financing : total pet, 2.691 507 


own contribution : Dfl. 479.520,- 
private contribution: Dfl. 1.883.577,- 
contribution ICCO : Dfl. 328.500,- 


VHAI (Voluntary Health Association of India) is a national, secular non-profit 
non-governmental organization. VHAI was established in 1969, at the initiative 
of the Catholic Hospital Association of India (CHAI) and the Christian Medical 
Association of India (CMAI) with support of the medical commission of the 
World Council of Churches. Its establishment was a response to the need for the 
promotion of community health as an alternative to the existing curative, 
hospital-based and expensive health system on a broad secular basis. 


Since its establishment, VHAI has become one of the largest and most important 
national support/umbrella organizations active in the field of health in India. 
VHAI has as its direct membership Voluntary Health Associations in most 
states. These represent more than 3.000 NGO member-organizations in the 
different states and regions. However the actual form of representation may 
differ from formal ownership to informal and unstructured ties. 
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Vision 

VHAI stresses the interconnection of health issues with socio-economic and 
political factors. It aims to build up a health movement through networking and 
campaigning for better and more equitable health care, and to develop low-cost, 
people-oriented, culturally acceptable health programmes. 


Objectives 

The main general objectives of VHAI are: 

1. to promote community health, with special attention to the poor; 

2. to promote social justice, viewing health care in the context of the socio- 
economic situation; 

3. to influence the health policy of the government through lobbying and 
campaigning; 

4. to provide support services to the members. 


Short-term objectives are: 

I. to develop a broad-based health movement in the country through active 
state-VHAs and their expanded memberships, particularly in the neediest 
parts of the country; 

2. to develop and further strengthen the support function in VHAI, to ensure that 
members and associate organizations receive prompt and appropriate training 
and information; 

3.to build up a strong research base on important health and health-related 
issues like nutrition, clean and safe environment, education, health care 
systems and services, health research, and AIDS; 

4. more systematic public education on major health issues and effective 
campaigning and lobbying on these issues with the policy-making bodies: 

5. campaigning and lobbying with policy-making bodies for greater equity in 
health care services; 

6. networking and forming linkages; 

7. to make systematic efforts towards self-sufficiency. 


Target group 

The target group of VHAI consists in the first place of those people who have no 
sufficient access to basic health care facilities, especially poor and marginalized 
groups in society. It should be stressed that these can only be reached indirectly, 
because VHAI is not an implementing organization. Direct target group(s) of 
VHAT are those institutions, officials, NGO staff-members and health workers 
reached by training, information, lobbying and other VHAI activities. 


Support functions 
1. networking with the State Voluntary Health Associations; 


2. training of health workers and personnel of State VHAs: 
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3. supply of information and educational materials; : 

4. assistance to member-organizations to get donors for their programmes; 

5. advocacy on health and health related subjects, mainly directed at national 
level; 

6. development of innovative, exemplary community health programmes. 


VHAI is increasingly acting as a broker between national government 
programmes and international donors on the one hand, and the membership in 
different states on the other hand. In terms of volume, and in appreciation by 
implementing organizations, their main product however are documentation and 
information. 


Policy assessment 

The organization tries to reach its objectives and influence health policy through 
active lobbying activities (government, parliament). VHAI has _ recently 
embarked on a process of decentralization by stimulating the establishment of 
state-VHAs and strengthening these organizations at state level. State-VHAs 
have been established in 21 states. 


There is awareness of the need for quality assurance. Mechanisms exist in some 
of the programmes, but these are not necessarily focused on the work of the 
member-organizations. 


Sustainability 

There is awareness of the need for financial sustainability. At present, VHAI 
receives funds from: 

- core funding from a consortium, which includes ICCO;: 

- government projects; 

- consultancy and publications; 

- Ford Foundation and European Commission; 

- a(very) small membership fee. 


Financial sustainability of VHAI is particularly strong in the only field the 
merits of which are acknowledged by the VHAI membership (see VHAI internal 
evaluation): the documentation and reference centre. In other fields, financial 
sustainability is weak, mainly as a result of high donor and government 
dependence. The agenda of activities is donor-driven, while government funding 
may create conflicts in the field of advocacy. 


In the long term, VHAI plans to get more (50%) of its funds through campaigns, 
local trusts, consultancy and publications. Cooperation with the government has 
increased. Presently VHAI is taking up more and more governmental functions. 
Sometimes the association is critical of the functioning of government in health 
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matters. Nevertheless there seems to develop an increasing dependence on 
government funds. 


VHAT has started out as a platform for support of implementation and advocacy 
for health NGOs with a merely confessional background. It has certainly 
developed as such, proof of which is its good relationship with the government. 
VHAT has acted as an initiator and catalyst in the development of State VHAs, 
creating a potentially very strong and flexible network of voluntary health 
action. 


Feedback 

VHAT has very good outputs in the field of information and documentation. This 
is a clear package (magazines, books, reports, videos etc.), of which the 
relevance for the network is tested periodically. There is a close contact between 
the department of information and the State VHAs and other customers. 
Community health and primary health care are central topics of the documenta- 
tion and publications, and presented as a system of reference material and 
working tools for different levels of implementors (local policymakers, 
professionals, volunteers). Monitoring, evaluation and adjustment are done 
through regular consultations on specific products (materials) as well as in the 
governing body of VHAI (annual conference with state VHA secretaries). 
Specific community health programmes, such as the KHOJ action research 
programme, involve State VHAs and their membership. KHOJ, an acronym for 
‘the search for a strategy to work for the improvement of the health status of 
women and children’, is a study and intervention programme funded and 
administered through VHAT. 


The vision of the organization on community health is not very strong in terms 
of having a communicative vision on peoples’ needs. The programme is very 
much led by pre-set indicators on health and development. From there on the 
most “needy” areas are identified and targeted. This process, however valuable, 
should also cater to a learning experience for the State VHAs, and subsequently 
for the implementing state NGOs. A clear decentralization and handover Strategy 
of for example the KHOJ programme, that might cater to this, is not at hand. 
The KHOJ programme with its grant system, gives VHAI a prolonged financial 
power over its membership. As the period is ten years, one would expect to find 
a decentralizing mechanism to bring the say over these grants to the membership 
(state VHAs), in order to gradually change the role of VHAI from implementor 
to enabler. 

The community health concept may not be weak in itself, but in terms of 
accountability towards the community it is in a very early stage of development. 
The concept is “being brought to”, and there is as yet no clear Strategy as how to 
develop a sense of ownership on regional/local level. 
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The impact of VHAIs wide diversity of activities in the field of public policy, as 
well as disaster-related activities (earthquake in Maharastra; malaria in 
Rajasthan; plague) is difficult to monitor. It is often not clear how these 
activities reflect the mandate of the member-organizations. 


Accountability 

VHAI might well develop into a recognized reference centre on community 
health, training and health-related fields (environment, occupational risks, 
consumer rights etc). The clientele could consist out of state VHAs and their 
networks. However, VHAI should avoid forming a ‘thinktank’ independent of its 
membership. VHAI may very well provide a linkage between the membership 
and a wider network of public policy interests and action groups, but it is 
doubtful whether the organization should set its own agenda here. At present 
there seems to be nothing that VHAI would not take up as a point of action or 
advocacy. At least from the side of the membership there is no ownership of 
prioritization there. One would expect an institutionalization of the non RVHA 
part of the network, possibly including women, and public action groups in the 
network. This part of the network is now very unstructured and has little say 
over VHAI and its activities. 


Strategically, it is interesting that a large part of health NGOs that form the 
membership through State VHAs are vested health NGOs with a religious 
background. Since health activities cannot undo negative effects of economic 
and policy changes, there is a need for a broader approach. Advocacy in health- 
related fields has found much more fertile ground in womens’ and social action 
groups than among the NGO health sector. In this sector, a caretaker attitude has 
prevailed. It seems that this attitude has been further strengthened by donor- 
driven policies and priorities like AIDS, family planning and immunization. 


VHAI seems to allow the State VHAs and their members a considerable degree 
of autonomy and to ‘let them find their own way’. The mission wonders whether 
a strategy to strengthen and empower this network and facilitate linkages with a 
wider network of social action groups (e.g. womens’ groups) would be more 
appropriate and a step towards larger participation and improved accountability. 


Participation 

A negative consequence of the large degree of autonomy of state VHAs from 
VHAI 1s the limited membership hold over VHAI and its policy agenda. This 
tendency is further strengthened by the way the board is elected after selection. 
It gives the leader-centered management of VHAI much room to manoeuver 
without accountability to the general membership. This may also explain the fact 
that VHAI has estranged a number of its founding fathers and mothers with a 
strong foot in (state-based) implementation. 
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The relationship of VHAI with ICCO does not seem to be very intense. The 
formation of a consortium did not yield a clear agreement on policies, 
earmarking and accountability. The self-organized evaluation is unsatisfactory 
and should be followed by an independent evaluation, more clearly focused on 
key issues such as de-centralization and prioritization. 


Conclusions on support functions 

VHAT originates from the desire of the voluntary health sector to have a large 
and strong advocate for its interests. VHAI is very eloquent here, but has in the 
experience of the mission lost its representative legitimacy among parts of the 
voluntary sector. It goes very much its own way and has become very close to 
government programmes and policies. It has built a reputation on a good quality 
and variety of documentation, publications, instruction media etc. But even 
these do not always ask for a national scale of operations. It is occasionally 
playing a role as implementor of innovative programmes. Although this can 
make sense as a learning experience for VHAI as well as for its customers, 
implementing organizations, it can also backfire. Especially the operation of 
exemplary community health programmes (such as KHOJ) could very well be 
decentralised more to state and even district level. These activities could 
contribute to a learning process for the voluntary sector much better under such 
conditions. 


3.2.4 Ashish Gram Rachna Trust/Institute of Health Management Pachod 
(AGRT/IHMP), Aurangabad 


Organization : Ashish Gram Rachna Trust/Institute of Health 
Management Pachod (AGRT/ITHMP), 
Aurangabad District, Maharashtra 

Project/programme: consortium project AGRT/IHMP 


level : national (through the training component) 

urban/rural > rural 

organization type : intermediate (service and support) 

File number > IN 074051 (933068) 

Commitment : three years (1993-1996) 

Financing : total » DIA 24551152 
other donors :¢ DiPN4 95674 = 
ICCO (EC funds) (Dil se3806.160;5- 


ICCO (Dutch government): Dfl. 258.677,- 


The Ashish Gram Rachna Trust (AGRT) in Aurangabad District, Maharashtra is 
a secular organization that was established in 1978. The organization has roots 
in christian church groups. During the first years of its existence, the 
organization concentrated on hospital-based activities (in an old mission 
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hospital) and the development of a programme for basic health care in the rural 
area around Pachod. In the eighties, other, more general, developmental 
activities were added to the original health care programme: like biogas, 
reforestation, safe water supply. In 1986, AGRT established a training institute, 
the Institute of Health Management Pachod (IHMP). Here, training for staff of 
other NGOs active in the field of basic health care are organized. 


AGRT used its health programme to try out alternative methods and strategies 
for basic health care. As a result of testing and research by IHMP, new insights 
were developed and applied in the programme. These new insights also form the 
basis of, among others, the training programme on health management. 


In 1991 AGRT was invited by the Government of Maharashtra to test on a larger 
scale (at the taluk level) a number of government programmes: the drinking 
water programme (SDW), the health and sanitation education programme, the 
child health programme (ICDS), and a primary health care programme (PHCP). 
The target area for these experiments on macro-level, Paithan Taluka, has been 
chosen because it is a drought-prone region with poor health care services. The 
majority of its population consists of landless laborers and small subsistence 
farmers. 


Vision 

AGRT stresses that, due to misallocation of scarce resources, poor social 
targeting and lack of participation, the health programmes of the Indian 
Government have only little effect on the health situation of the poorest and 
most needy groups. NGOs, on the other hand, have not very successfully 
responded to this situation. According to the analysis made by AGRT, their 
activities are usually based on anecdotal evidence or emotional appeal rather 
than on analysis and empirical research. In the few cases that they were 
successful, they had little impact on government or NGOs. For this reason 
IHMP emphasises the importance of bringing activities to a larger area and 
higher implementation level after being tested. In this way AGRT uses its 
implementing activities as a nursery, as such implementing and support 
activities are one process. 


Objectives 

The general objective of AGRT is to improve the primary health care 

programmes and health-related programmes of the government and NGOs 

through: 

1. the provision of health facilities; 

2. micro-experiments with alternative strategies to implement health and health- 
related development programmes; 

3. research: 
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4. 


a 
6. 


sharing innovative experiences and research findings with other NGOs 
through training programmes; 

upscaling of innovative systems and strategies to the taluk or district level; 
influencing the policies of, and networking with other NGOs. 


Target groups 
Target area and target group of the current programme are: 


a. 


b. 
. 


d. 


the primary health care programme of AGRT in 186 villages in Paithan 
Taluka in Aurangabad district; 

the trainees from IHMP, who mainly work with the smaller NGOs; 

the Information, Education and Communication programme: Balsevaks 
(schoolchildren) and teachers to be trained; 

the safe drinking water programme: preventive maintenance of water pumps. 


Support activities 


Un 


ae 
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Institute of Health Management Pachod (IHMP) training programme: 

a. senior level health management course (7 weeks); 

b. health supervisors course (1 month); 

Information, Education and Communication project (IEC): upscaling of the 
nutrition programme to 186 villages of Paithan Taluka; upscaling of water 
awareness camps, formation of womens’ groups for the maintenance of 
watersources; upscaling of schoolchildren programme to all Paithan Taluka 
villages. 


. Safe Drinking Water programme (SDW): improved maintenance programme 


of handpumps, education on waste water management, sanitation and 
afforestation programmes (in cooperation with UNICEF and the Maharashtra 
government). During this period a further refinement of the model and further 
training of government and NGO personnel in the 10 districts of Maharashtra 
where the World Bank-sponsored programme is implemented, are foreseen. 


. Innovative Integrated Child Development Scheme (ICDS): AGRT has found 


out that, while most of the malnourished children are under 4 years, 80% of 
the food supplies under the government ICDS goes to children between 3 and 
6 years old. Girls suffer three times as often from malnutrition than boys, but 
only 50% of the food supplies goes to girls. Therefore, AGRT has developed 
an alternative scheme, with attention to: training of VHWs in nutrition and 
growth monitoring; emphasis on prevention of diarrhoea and infections; a 
better monitoring of food supply to malnourished children; and better social 
targeting for children under four years and girls. During the current period, 
the new method will be tried out at macro (taluk) level by training 
government personnel. AGRT will provide supervision and training, while the 
government will remain responsible for implementation. 


. Sanitation programme: a pilot programme for ten community latrines 


combined with a biogas programme. 
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6. Primary Health Care programme (PHC): maternal health care, child health 
care, TB control, family planning, health education and school health. The 
programme will be carried out in the entire Taluka (40 ‘old’ CHDP villages, 
and 146 ‘new’ villages where health workers and TBAs will be trained). The 
comprehensive health development project (CHDP) which was in existence 
from 1978 has been discontinued from 1993. 


Policy assessment 


Sustainability 

IHMP is not carrying out research and experiments/tests of new methods with 
the objective of sustainability. After testing, activities may be brought to a larger 
implementation level - in cooperation with the government and/or a large donor 
like Unicef. At this stage sustainability becomes important. 

Generally speaking the organization is sufficiently flexible to be able to 
introduce innovative programmes. The attempt to scale up the ICDS and 
primary health care programmes to the taluk level on a largely experimental 
basis has the potential of creating a sufficient long-term critical mass for the 
NGO sector. As some personnel of AGRT are also involved as members of 
committees of other organizations, there is a clear opportunity for building 
networks and influencing policies. 


Feedback/participatory approach 

The health management training programme for top and middle management is 
one of IHMPs strengths. This training programme is mainly used by smaller 
NGOs, as well as by participants from abroad. Mechanisms for quality 
assurance of the training programmes have been worked out. However, there is 
no follow-up of persons trained by IHMP to ensure utilization and quality. 


The institute has the potential of being recognized as a training centre and 
utilized by a larger number of NGOs and other sectors. Human resource 
development (both internal and external) is well developed. Staff are well 
qualified and stable. There is a well defined personnel policy. The second line of 
leadership is strong. 


Community health and primary health care programmes are weak. The hospital 
does not function as a referral centre in the context of a district health system. 


Research findings of the programmes are utilized in the training. Thus creating a 
continuous feedback between programme implementation and training activities. 


The lessons learned from the Balsevak programme have tremendous potential 
for follow-up action and application to other areas of health behaviour. 
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Accountability 

AGRT has no instruments for accountability to the target communities. There is 
a lack of empowerment of the target communities; the focus of the programme Is 
on women exclusively. 


The number of activities taken up by the organization has increased. However, 
there does not appear to be an overall framework within which new activities are 
taken up. This may be due to weak institutional ties with clientele and lack of a 
membership/ownership structure. This places high demands on staff, time and 
capability which may be sometimes beyond their ability to cope. In this context, 
the plans to scale up the ICDS and primary health care programmes may be a 
threat to the long-term sustainability of the organization. As IHMP cooperates 
with government programmes, there is also the possibility of cooption by the 
government. 


Conclusions on support functions 

AGRT/IHMP is a professional service provider in the field of training and 
innovative approaches in community health. Support to implementing NGOs is 
mainly in the field of training. There is a good feedback and learning relation 
between the training and AGRTs innovative implementing activities. AGRTs 
implementing activities are intrinsically connected to their support functions. 


They are part of it, not a distinguishable activity as such. Weak points in AGRT 
are the lack of follow up of training in the NGOs the students come from and the 
under-utilization of network opportunities with the NGO customers. The 
challenge is in establishing links between innovative and training activities from 
AGRT/THMP and the everyday practice of NGOs and government services. 


3.3. Implementing organizations 


3.3.1 Village Health Workers Scheme, Diocese of Berhampur 


Organization : Diocese of Berhampur 

Project/programme: Diocesan Training Centre and Programme of 
Rural Health Workers 

Rural/urban anura) 

Organization type : implementing and intermediary 

File number > C317-1130A 

Commitment : three years (1990-1993) 

Financing : total .° DilsiGaa7Ose 


own contribution : Dfl. 55.700,- 
contribution Bilance: Dfl. 110.008,- 
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The diocese of Berhampur exists as a religious-administrative unit since 1974. 
In 1978, the diocese of Berhampur in Orissa was the first church organization in 
India to start with a programme for primary health care. It was realized that the 
heavy workload for health personnel, the many and increasing needs of the 
population, and the isolated position of their villages necessitated a training 
programme on health and hygiene for village health workers (especially 
women). 


The state of Orissa covers a total area of 155.707km2 and has a population of 32 
million (1991). It consists for more than 60% of hills, mountains and forests. 
Orissa is one of the states with the severest poverty problem and the lowest per 
capita incomes in India (with Uttar Pradesh, Madhya Pradesh, Bihar, and West- 
Bengal). Forty percent of its inhabitants belong to the marginalized groups of 
scheduled tribes and castes (harijan). 


The diocese has a population of 7 million. Tribals and scheduled castes make up 
a large part of the population (Koraput: 70%; Kalahandi: 50%, Ganjam: 60%). 
The majority of the population depend on agriculture for their subsistence. 
Agricultural yields are uncertain due to climatic circumstances (erratic rainfall 
patterns, drought periods, floods, storms). A basic socio-economic problem is 
dependency on and exploitation by landowners, middlemen, and moneylenders. 
The poor sections of the population in general, and members of tribal groups and 
scheduled castes in particular, have little or no access to basic facilities for 
health, hygiene, sanitation and education. They live in small, isolated 
settlements without basic health care facilities, and can only be reached by foot. 
Prevalent diseases are malaria, water-borne and diarrhoeal diseases, respiratory 
infections, diseases related to malnutrition, and skin and eye diseases. Literacy 
among the marginalized groups mentioned above is low: I5 per cent for males, 
and 5 per cent for females. The needs of these groups are hardly attended to by 
government institutions. Diocesan facilities in the area of health care include: 19 
health centres (dispensaries) and 15 mobile clinics. Social facilities include 
training facilities, hostels and orphanages, old peoples’ homes, and balwadi 
programmes. 


Vision 

Roman Catholics constitute only a very small proportion of Orissas society. 
According to the organization, the Diocese of Berhampur has given an Asian 
and progressive interpretation towards the concept of ‘missionary work’. 
Mission is not aimed at conversion of people to Christianity. It is the belief of 
the clergy that other religions provide other paths to the Almighty. Their mission 
is aimed at uplifting the poor, not only economically but also educationally and 
to make them ‘better people’ (including better Hindus or Muslims) for a better 
society. 
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According to the organization, its understanding of ‘charity’ is also non- 
traditional. Charity is defined as ‘personal sacrifice’ in order to free oneself to 
share ones personal resources with others. Charity refers to the actors, but not to 
the development activities they promote. Thus, the concepts of charity and 
development are not mutually exclusive to them. 


Health care has since long been a priority in the diocesan programmes. While 
initially a curative approach to health care was taken, gradually the influence of 
new concepts, methods and approaches became felt: community health, health 
education, an integrated approach and prevention became new points of 
attention, next to ongoing basic curative services. 


Objectives/Target groups 

The main objective of the diocesan social work is the improvement of the 
quality of life of the rural population, particularly of scheduled castes and tribals 
(the most disadvantaged or unreached). The scope of the social work includes 
health programmes, educational activities (school, adult literacy classes, 
balwadis, etc.), and running homes. 


The health programme aims at improving the health status of the poor through 
health education and primary health care. 


The direct target group of the current (training) programme are the 252 VHWs 
already active and 100 new trainees in community health in Berhampur diocese. 
The indirect target group is the rural population of the diocese, with special 
attention to the marginalized groups of tribals and scheduled castes. 


Activities carried out and services provided 

I. selection and training of VHWs, followed by provision of basic drugs at 
monthly follow-up meetings. 

. Village visits (2 or 3 times per year) 

. running of dispensaries 

. mobile clinics 

. non-formal education of womens’ group, covering health education, including 
water and sanitation, hygiene and kitchen gardening 


Mm BW hb 


Nearly all target villages lack (governmental) health and education facilities due 
to their isolation. Therefore these health activities are significant. Highly 
prevalent conditions like malaria and skin diseases are adequately addressed by 
the programme. Immunization is left to the government, but motivation is done 
by the VHW. 
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Policy assessment 


Sustainability 

Two basic strategies are chosen. First, to provide preventive and curative health 
care to the rural masses through their own people and at low costs, and thus to 
enable them to take care of their own health. Second, (by linking the health 
programme to the non-formal education programme) to go beyond health and 
enable the target communities to regain their self-confidence and develop means 
to improve their own social, economic and contextual situation. 


The diocese and its network of convents and parishes are members of CHAI and 
of CHAI. Training, human resource development, information and evaluation 
are the main areas in which these are assisted by CHAI. While advocacy 
(towards government structures) is a need of the diocese and its structures, this 
does not seem to be addressed by CHAI. Support functions of CHAI are well 
appreciated, but not sufficient in every aspect. Other relations with support 
organizations exist, like with ODISA (Organization for Development, 
Integration and Social Action) and an organization for the procurement of 
essential drugs. There is little participation and co-management with CHAI, but 
there is more exchange with ODISA. 


Financial input is very modest and there is a good discipline about the matching 
contribution which is expected from the beneficiaries. According to the 
organization, all levels, from bishop down to community members, clearly 
understand that after five years the community must take over financial 
responsibility for their health services. 


The diocese receives funds from the State government for its educational 
institutes and orphanages. The health programme is not subsidized by the 
government. The sisters and fathers seem to be in regular touch with local 
government departments. The target communities are encouraged to make use of 
the scarce government services where and if available. There is not much 
commercial organization in the interior areas where the health programme is 
run. Thus there is neither competition nor scope for cooperation. In the interior 
areas there 1s a great lack of functioning governmental services. In this respect, 
the health and education programmes of the diocese are filling a lacuna. 


As told to the mission, development is approached in a comprehensive way and 
not only in the sense of a package with a range of activities and services. The 
programme aims at attitudinal and behavioral change, building up the self- 
confidence of women, teaching them to live a ‘life of affection’ and to become 
the agents of social change. 
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The project area is so backward and lacking in the most basic and essential 
services, that issues facing other parts of India (for instance, their rapid socio- 
economic transformation) are not yet in sight here. An element of caretakership 
will thus prevail in this programme, though it may try to set examples of quality 
for government services and follow this up with training. 


The local population faces serious problems in its day-to-day lives. But due to 
their isolation, their problems are not visible to the outside world. For instance, 
malaria is rampant, but no structural measures are taken by authorities, be it 
government, WHO, UNICEF, etc. How can such disparities be highlighted? 
What role can support organizations play in this aspect? How can the National 
and State Government be influenced to deliver the most basic health and 
education services? 


The role of the church in development is distinct from that of other development 
agencies. It seems to be free of some of the usual problems such as personal 
ambition, competition, acquiring status, indiscipline and fragmentation. A key to 
their success is the commitment of staff and their capacity to live by their ideal 
of serving the poor. They are able to transfer both certain values and 
development concepts to the communities. 

The other side of the coin is the churches’ rigid patriarchal structure and its 
political vulnerability. 


Feedback/accountability 

The diocese expresses content with its relationship with Bilance. Where 
necessary, Bilance asks for further clarification and settles with the explanations 
given. The diocese would be eager to receive feedback on their annual reports, 
both on their format and on their contents. 


At present, the curriculum is very much geared towards conscientization and 
enabling women to take social action. The sisters are professionals, deeply 
committed towards the target communities. They regularly attend CHAI 
meetings and workshops on ‘women and development’. 


The sisters have followed the recommendations of the CHAI evaluation team on 
their immunization programme, and there is no immunization programme 
anymore (no medicines by injection at all). The VHW rounds up all the eligible 
children in her village when the government EPI officer is due to visit. Through 
education and training of women, the communities and womens’ groups make 
their own ‘community diagnosis’ and are enabled to decide themselves on which 
issues to take social action. 
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Participation 

A strength of the health programme is that it is largely controlled and executed 
by the sisters at a decentralized level. One sister at each convent covers a 
number of villages. Together with the VHWs and womens’ groups they shape 
the programme according to the needs and wishes of the community. 


The style of leadership of the sisters is quite different from that in other NGOs. 
The organization facilitates initiatives in an encouraging and supportive way. 
The programme gives an impression of being owned and run by the 
beneficiaries. In this programme, commitment and vision seem far more 
important for the effectiveness of the programme than technical capacity 
building. But still, the resources available to them (e.g. through CHAT) should 
be utilized more efficieutly and regularly. 

Feedback 


The health monitoring system is lacking in quality, despite earlier 
recommendations of evaluators. The sisters are not motivated to put a lot of 
energy in this. Due to a lack of survey data the impact on health cannot be 
assessed. The impact on womens’ empowerment seems very marked from the 
existence active women groups. 

An alternative to be considered for information collection would be to organize 
five-yearly stratified random surveys in the project area with professional help 
from, for example, CHAI. 


The reports to funding agencies give a limited picture of the work. In the view of 
the mission, the projects are presented in a very traditional way and low key. In 
reality, the health programme reaches much further and seems to result in an 
impressive empowerment process of women. 


Conclusions as to support expectations and experiences 

The health programme in Berhampur diocese is a traditional primary health care 
programme with emphasis on community development. The programme is 
indeed very successful, by any standards in primary health care, in community 
mobilization and commitment. This is not matched by the technical quality of its 
health services. The programme buys the support services it needs (on training 
VHWs and drugs procurement) in support networks in the State itself. The 
health service aspect is clearly taken care of in absence of adequate government 
services. There has been a very critical evaluation of the programme by CHAI, 
the national catholic umbrella organization. This criticism (superficial 
interventions due to an area too large, taking over of government functions such 
as immunization, curative approach) was not followed up by consultancy and 
guidance. The lack of monitoring instruments may hide a low quality of 
technical health services. It is not clear whether CHAI is too far away to have 


43 


QUALIT WrOR SEOUITY 


impact on the programme, or that it is not a priority of the programme to 
improve its technical instruments and performance. The mission feels that there 
is a need for more technical support and a learning process through exchange of 
field experiences with other NGOs in Orissa. 


3.3.2 Bengal Rural Welfare Service (BRWS), Calcutta 


Organization : Bengal Rural Welfare Service (BRWS) 
Project/programme: Programme for Rural Basic Health Care, Calcutta. 
Rural/urban > rural and urban 

Organization type : implementing and intermediary 

File number > C317-1150 F 

Commitment : three years (1992-1995) 

Financing : total : Dth173t0ss. 


own contribution : Dfl. 48.000,- 
contribution Bilance: Dfl. 125.655,- 


The Bengal Rural Welfare Service (BRWS) is a secular voluntary organization 
based in West Bengal. Area of operation of BRWS are the rural areas around the 
city of Calcutta and some urban districts of this city. Some of the main health 
problems in the area are: gastro-intestinal infections, respiratory diseases, 
gynecological diseases, deficiency diseases, trauma or injury, eye diseases and 
skin diseases. 


BRWS has been active for more than fifteen years in West Bengal. BRWS 
centres are located in Garia and Patuli (two urban districts in Calcutta), and in 
the villages of Balarampur, Jeadergot, Balakhali, Hogolkuria, Andharmanik and 
Majdia, Ganpuri. These centres serve a total population of 140.000 people. 


BRWS originates in a small group of volunteers who in 1978 took up the 
initiative of providing low-cost curative health services for the rural poor 
through homeopathic clinics in Sonarpur Block of 24 Parganas district. The first 
centre was established at Nanah, Howrah district, West Bengal. In the wake of 
the success of this first centre, a number of others were established in the area. 
However, due to lack of organizational skills, funding, and other causes these 
centres had to be closed down again. After the districts of Hooghly and 
Midnapore had been hit by floods in 1978, the group provided emergency 
medical care for 22.000 victims in the area. 


Vision 
Over the years, the vision of the organization has changed and evolved. 


Originally, main goal of BRWS was to uplift the poor by changing the system 
through the delivery of better and low-cost health care to the poor. Gradually, the 
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scope of the BRWS programme widened from a curative approach into a more 
‘integrated’ approach to health care. More attention was given to the health 
needs, active participation, and empowerment of the socially disadvantaged, 
especially women through an educational process. Preventive health care 
became increasingly important. Thus, the scope of activities of BRWS gradually 
became much broader than (curative) health care alone. 

Activities added to the programme were: mother and child care (ante-/post- 
natal), immunization, hygiene, family planning, child care, growth monitoring 
and preparation of nutritious food, an economic assistance programme, training 
of community health workers, pre-primary school education, and environmental 
and sanitation programmes. 


Objectives 
The objective of achieving social change benefitting marginalized people, is 
pene approached by BRWS in essentially four different ways: 
empowerment of women; 
- conservation of natural resources; 
- awareness raising, education and provision of technical know-how; 
- disaster relief followed by rehabilitation. 


In the BRWS approach, improvement of the health situation in the area is 
considered a precondition for further development. 

Therefore, in BRWS programmes health has become an entry point for a variety 
of other - social and economic - developmental activities. Main target groups of 
these activities are women and children, the most vulnerable groups with respect 
to health. Improving their health status and socio-economic position has become 
the main general objective of the programme. 

Short term objectives of BRWS became low cost curative care (both allopathic 
and homeopathic) for the urban middle class and poor. In addition, low cost 
preventive medical care for the poor and socially vulnerable groups in rural 
areas, especially women and children. In the long term the organization aims at 
achieving rural development through womens’ organization. 


Target groups 

Main target groups of the current programme are the population surrounding the 
health centres run by BRWS (the direct target group) and the population covered 
by the activities of 96 NGOs reached by the BRWS training unit (the indirect 
target group). The target group consists mainly of Muslims and harijans that 
belong to the lowest income groups, and work as agricultural laborers, day- 
laborers, rickshaw pullers, domestic servants etc. The total target group amounts 
to 140.000 people, both directly and indirectly reached (by BRWS health 
services and services provided by other NGO personnel who participated in the 
BRWS training programme). The majority of the total target group belong to 
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low-income families in Calcutta and the rural areas of West Bengal. Another 

target group are the various categories of health workers (TBAs, VHWs, 

medical doctors, and NGO staff) involved in community health work. It should 
be added that little is known about the size of the direct target group of BRWS 
programmes. Probably this does not exceed 18.500 people. 

Activities 

The main current activities of BRWS are: 

- integrated health care programmes based on the GOBI/FFF programme 
(growth monitoring, oral rehydration, promotion of breast feeding, 
immunization, nutrition education, and family planning); 

- running of a polyclinic laboratory which serves as a referral clinic for all 
centres; 

- a training centre which provides training for grassroot health workers and 
rural doctors, both from the BRWS staff and from the staff of other NGOs 
(e.g. in 1990 64 staff members from 29 NGOs participated in the training 
courses). Through this training unit, BRWS has been able to extend its 
services to other states; 

- an ante-natal clinic 

- programme for the development of women: 6 mahila samitis, with a total 
membership of approx. 375 women. Main activities are adult education, 
vocational training, weekly meetings, reforestation, social awareness, cultural 
activities, smokeless chullas, and sanitation; 

- education: three ‘pre-primary’ schools. 


Policy assessment 

BRWS gradually expanded its activities to new villages by following a step-by- 
step strategy. First, BRWS provided curative and other health services in a ‘new’ 
village. Then, around these activities a community centre was built-up. After 
BRWS presence and the activities mentioned above had been accepted by the 
village population, health workers started to organize balwadi (nurseries) and 
mahila mandal (womens’ groups). After a limited period, usually when most of 
the target population has been immunized, the clinic was moved to another 
(central) place. While from this moment group organization (balwadi, mahila 
mandal) and involving local people were stressed, regular home visits at the old 
centres for health purposes continued. 


Participation/accountability 

In the field of curative and preventive health care, priority is given to mother 
and child care. Among the more general developmental activities, a central place 
is accorded to organizing women in local womens’ organizations (mahila 
samiti). These organizations participate in programmes for the improvement of 
hygiene and nutrition. In cooperation with the government, programmes for 
family planning and vaccination are carried out. BRWS has a solid relationship 
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with its main target group of women from poor families in the area covered by 
BRWS activities. The womens’ groups are involved in planning and 
implementation of the programme activities. 


Most support needs of BRWS are drawn from their own governing body, from 
the government and from selected NGOs. BRWS feels that it has more to learn 
from its own experience than from professional expertise (outside that of the 
governing body). 


BRWS sees the need for advocacy and lobbying activities. In practice it focuses 
on two levels: at the local level through a network of like-minded small NGOs. 
At the national level they were at one time associated with VHAI (and West 
Bengal Voluntary Health Association (WBVHA) at state level), but becoming 
disillusioned with their merely institutionalized interest and ineffective lobbies, 
they gave up their membership. Currently BRWS is participating in INSAF 
(Indian National Social Action Forum), and very active in the IBFAN 
(International Breast Feeding Action Network). They perceive IBFAN to be an 
effective lobbying instrument. IBFANs success formula is the equity that exists 
amongst the participants (no hierarchy, no membership fee) and its open 
communication system for information exchange. Any network should be non- 
institutionalized, and function only in the fields of exchange of information, 
training and lobbying. 


Wherever BRWS can partake in and contribute to government programmes, it 
tries to cooperate with the government. Its cooperation with the government 
appears to be particularly strong with the Department of Health and Family 
Welfare under the CSSM (Child Survival & Safe Motherhood programme) and 
the Family Planning programme. BRWS is merely executing existing 
government programmes and does not embrace policy dialogue. 


According to BRWS, coordination is maintained with the panchajat and block 
office for all activities carried out in the area. They are also involved during 
planning and implementation of the programmes. Cooperation occurs on a case- 
to-case basis. Through the offices mentioned above, information is conveyed to 
the district, state and national levels. 


Feedback 

Developmental change is not addressed comprehensively by BRWS. For 

instance: 

|. the approach to women only as agents of change, bypasses the influence of 
men and other ‘actors’ in society; 

2. the project areas are too small and too widely dispersed to have any impact on 
the development scenario. 
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The organization chooses to be and to stay small. It is a strength that they know 
their limitations. The limited size enhances team spirit and informal 
management: It is a weakness in the sense of limited effectiveness and impact 
and little professionalization. They compensate this weakness to some extent 
through networking with other small NGOs. 


The environment in which BRWS works is politicized. This limits the choice of 
strategies and scope. 


As a matter of strategy BRWS commences its work in a village through the 
existing village committee. Over a period of time women are formed into mahila 
samities, which become the main vehicle of participation. Membership is open 
to all women of a village. The women, thus organized, shape and mould to a 
great extent the activities promoted by BRWS. They do not participate in 
determining overall strategies of the core organization of BRWS. However, 
BRWS invites feedback from these womens’ groups annually. 


Sustainability 

BRWS tries to reduce its dependence on foreign donor support by paying much 
attention to the long-term self sufficiency of its programmes and gradual 
reduction of donor contributions. 

BRWS has received financial support from Bilance since 1983 The current 
contribution by Bilance concerns a continuation of ongoing activities from the 
last funding period. Bilance provides funds for health care, promotional 
activities for women, education and training, and administration. 


The polyclinic serves as an important tool to achieve the goal of financial 
sustainability and donor independence. BRWS has a deliberate policy to keep 
the organization small, both in scope and in resources. 
As to organizational sustainability it seems an important learning point for the 
organization as a whole to prepare for future changes in leadership. Building up 
a cadre ‘second in line’ is necessary to prepare for this. 


Conclusions as to support expectations and experiences 

BRWS is an implementing organization that secures its support needs mainly 
within local networks of NGOs and from its own cadre. Through its training and 
network programme for health workers BRWS is supporting other small NGOs. 
BRWS expresses a need to advocate and lobby on specific themes and has 
joined initiatives to do so, for example in the field of breast feeding. BRWS is 
weary of large support organizations that “follow their own agenda’ and has 
withdrawn from the national and state VHAs subsequently. BRWS maintains 
that it sees a need for support functions such as resource and documentation 
centers for the voluntary sector. The mission feels that there is a challenge in 
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matching specific needs of BRWS, for example in curriculum building, strategic 
planning, financial sustainability, networking with an exchange and learning 
process with other experiences in the sector. In reaching these objectives, larger 
support organizations could play a role, but this asks for mutual trust that is not 
always there at the moment. 


3.3.3 Christian Council for Rural Development and Research (CCOORR) 
Organization : Christian Council for Rural Development and Research, 


(CCOORR), MAGR District (Vengal),Tamil Nadu 
Project/programme: Rural Health Training Centre and Extension of 


Field Activities 

Rural/urban : rural 

Organization type : implementing and intermediary 

File number : C€317-3840 

Commitment : three years (1994-1997) 

Financing : total » » Dikb4Ant 754.- 
own contribution > _Dtlyt41.299.- 
other donors : Dfle131.861,- 


contribution Bilance: Dfl. 156.639.- 


The Christian Council for Rural Development and Research (CCOORR) was 
established in 1986 by a group of four committed Christian leaders, and local 
leaders from the target area. After its establishment, CCOORR became a secular 
organization, though it continues to work ‘in a christian spirit’. The board 
members of the organization have a background in the medical, social and 
educational sectors. Training staff consists of part-time engaged qualified 
medical personnel and a social worker. 


Headquarters of CCOORR is at Tiruninravur, Chengalpattu, MGR district, in the 
state of Tamil Nadu. The town of Tiruninranvur is located at a distance of 34 
kilometers west of the state capital Madras. The training centre established 
during the current funding period is located at Vengal village, 16 kilometers 
from Tiruninranvur. 


Vision 

CCOORR is a charitable organization providing basic health services to an area 
not reached by government health services. The programme aims to bring 
‘health for all’ through an integrated development approach in a scientific way. 


Objectives 


Two priorities stand out in the CCOORR-approach to health care. The first is 
integration of programme activities with the local traditional medical system. In 
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this respect the central role of the traditional birth attendant deserves 
mentioning. These birth attendants have been trained (1 month) and appointed as 
Village Health Worker (VHW). The VHW is the manager of the micro centre at 
village level (in the VHWs house). In the project area there are 15 micro centres 
and one macro centre. From the macro centre supervision by trained health 
personnel is provided to the VHWs at micro level. 


A second priority is a multisectoral approach to health development. Points of 
attention in the socio-economic field are creation of awareness through (non- 
formal) education, providing know-how, training and other support to 
programmes for development initiated by the micro centre councils. Socio- 
economic development is considered a precondition for health development. 


Target group 

The original target area for the programme that was started after 1986 comprises 
31 villages and hamlets, with a total target population of 32.000. Direct 
beneficiaries among the target population are 16.000 inhabitants of these 
villages (the ‘old area’), some 70% of which are socially and economically 
disadvantaged and have a lower caste or tribal background, with little access to 
health care facilities. All villages are located within a distance of eight 
kilometers from Tiruninranvur. CCOORR is planning to reach a target group of 
20.000 in a new neighboring area. 

A new product of the organization is the PHC Training Centre in Vengal, 
Bilance support is especially geared to this. Target groups of this programme 
are, first, the lower and middle cadres of NGOs working in the field of rural 
health care and, second, the approx. 20.000 inhabitants of the 28 villages around 
Vengal, most of which are poor, have a tribal background, and have little or no 
access to basic health care facilities. 


Activities 
- building a training centre at Vengal; 
- establishing contact with NGOs to participate in the training programmes; 
- organizing training programmes in the training centre for: 
= village health workers (traditional birth attendants, TBAs: women who 
conduct home deliveries); integration of existing practices with scientific 
knowledge and skills; emphasis on the preventive and promotional aspects 
of health. Each year three one month-training courses are held for 10 
trainees each; 
= rural health extension workers (RHEW): supervisory staff of VHWs, who 
operate from the macro-centres in monitoring, guidance, assistance and 
advice of the VHWs; coordinating role between micro- and macro levels, 
and between NGO and government apparatus. Training with a duration of 
18 months. 
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= medical technologists: “This training aims at bringing science and 
technology to village level...” by training rural persons with ten years of 
schooling in x-ray, lab., ECG recording and building up medical records 
for rural hospitals; a one-year training phased in two semesters; 

= continuing education programme (envisaged): for ex-trainees (VHWs and 
RHEWs) on a monthly basis; 

- establishment of 15-20 new micro centres in the villages around Vengal, with 
a target population of 20.000. The macro-centre for this area is to be located 
in the training centre. Micro centres will function as demonstration areas for 
trainees. 

- stimulate networking among like-minded NGOs, cooperation and sharing of 
experiences. 


Through the diverse groups at micro level, a great number of socio-economic 
activities have been initiated in the fields of irrigation, agriculture, cattle rearing, 
adult education (for the elders’ groups), a dairy programme for family nutrition, 
training and employment, small industry, creation of awareness for leaders, 
community banking, child development centres, and a library (for the women 
and children groups), poultry, fishery, sports and games, mental development 
and community banking (for the youth groups), a goat bank, formation and 
operation of a banking association, vending consumer needs (for the 
handicapped). 


Policy assessment 

The organization claims to have invented a ‘two-tiered system of community 
health’ made up of 31 ‘micro-centers’ and a macro-centre, a privately owned 
rural referral hospital. 

There is a link up with government outreach services, CCOORR providing 
transport and the government providing vaccines, personnel etc. This relation is 
based on personal contacts and not formalized in any way. It is thus not open for 
quality assurance, nor is it a stable strategy of influencing government services. 
However, for the time being it may facilitate a better than average coverage of 
government services in the CCOORR catchment area. 

The integrated package of health services at village level, income generation, 
and women and youth development groups looks attractive. Certainly where it 
seems to place itself in processes of community decision making. It has been 
difficult for the mission to assess this in practice. It seems as if village 
programmes, once on their way and well embedded in village life, are able to 
create a sense of ownership among the beneficiaries. However, it is not clear to 
the mission whether this is often the case. 


Critical questions come in as to the quality of the work of the VHWs, female 
TBAs who undergo one month training. They are mainly supervised by auxiliary 
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staff. It is difficult to imagine how this set-up could result in the successes 
claimed, such as a decline in IMR from 72 to 23 in four years. These and other 
data also require a sound statistical system. The basic registration presently done 
(with symbols) is a weak basis for the success claims given since a thorough 
background on trends, socio-economic conditions and health status is missing. 
There is also no account for non-programme health interventions. 


The training in primary health care provided by CCOORR was an issue of 
debate in the evaluation team. As the training does not give a recognized degree, 
the trainees cannot work with the government, but only in the private sector. 


A condition of Bilances’ funding was that necessary follow-up would be given 
to the trainees. There does not seem to be any planning in this respect, except for 
checking with the employer of the ex-trainee if she is still on the job. 


Another question mark concerns the role of the privately owned referral 
hospital. Field activities of CCOORR are linked to a private for profit hospital 
that is owned by the director of CCOORR. It is not clear how this facility would 
in due time integrate in the non-profit voluntary association that CCOORR 
basically is. Although the director claims that this has been the intention from 
the start on. 


Accountability 
The programme is relevant to the clients through PHC, income-generating 
projects and the child development programme. 


The referral system of the organization is dependent on the hospital which is 
privately owned by the director of CCOORR. While thus sustainability may be 
ensured, there can also be an element of self-interest being introduced at any 
point. There is a captive clientele, established through the charitable organiza- 
tion for the commercial hospital. 


The training centre is, except for TBAs, mainly focussed towards hospital 
technicians. As hospitals are increasingly privatized, the centre caters mainly to 
the private sector. Together with the fast pace of withdrawal of Bilance 
contributions, this may lead to commercialization of the training centre. 


Participation 

The project targets village (hamlet) communities as a whole. 

In the initial years it is mainly the middle and upper strata of villagers which 
joins the membership of the various councils established in the village, such as 
the womens’ council. Gradually the poorer households may join. There is no 
deliberate strategy to target the poor. 
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The organization has grouped 150 households in one micro centre, irrespective 
of existing natural or administrative boundaries. 


There are various councils in each micro unit, which are the fora for interaction 
with project staff and decision-making. As the financial input of CCOORR in 
the community activities is minimal, successful implementation of the 
programme presupposes a high level of beneficiary contribution and a feeling of 
ownership among the various councils. 


Though the organization has a Christian name, it does not favour any creed or 
caste. The secular nature of the organization is believed to be helpful to win the 
confidence of the target communities and of the government. On the other hand, 
amongst the senior staff there are mainly christians. 


The executive director appears to be the pivot of the organization. 


Feedback 

The evaluation report (1993) is largely uncritical and did not involve outside 
public health expertise. The management has no mechanism for a critical 
monitoring of the overall performance of CCOORR. The operational PHC 
programme is monitored and vital statistics are collected by the VHWs. Other 
programmes are casually monitored, as the input in financial terms is low and 
the programmes are functioning autonomously in a short time frame. But it is 
not exactly clear to what extent the level of income and standard of living has 
changed in the communities as a result. 


Operational research is not carried out systematically, and the most pressing 
issues are not well researched, e.g. why do the majority of people reject latrines? 
How can one increase acceptance? Priorities for operational research and 
interventions in the catchment area may conflict with referral/hospital interests, 
no mechanisms are in place to discuss and monitor such eventualities. Say for 
example changes in drug prescription and distribution policy that might decrease 
referrals to the hospital. The scientific validity of the two-tiered system is not 
monitored or supervised externally and thus remains difficult to assess. 


The management is very much in the hands of one person. This is possible 
because of the small scale of the project. There is a big gap between the 
responsibilities and mandate of the project-holder and the other staff members, 
who each have a limited job responsibility. 


Sustainability 


The sustainability of CCOORR in terms of management and commitment seems 
very dependent on the general director, who started it all from a small charity his 
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father was involved in. Participation in terms of staff involvement is lacking; the 
operation looks like a (not so) small private enterprise of the director. Financial 
sustainability is difficult to measure, because training facilities as well as 
running costssare carried by several donors. Some of these seem to have formed 
a kind of consortium or at least take turns at financing CCOORR. For reasons 
yet unclear, Bilance, who came in recently, did not link up with the consortium, 
though its contribution is considerable. 


Next to a one month training for VHWs, there are 18 month courses for rural 
health extension worker and multimedical technologist. Participants are drawn 
from, and partly sponsored by, orphanages. Job perspectives, at least in the 
voluntary sector, are very unclear. Especially the multimedical technologist 
seems geared to practice in rural hospitals, like the Willee referral hospital 
connected to CCOORR. It is hard to see how x-ray and ECG technology fit in 
with an acceptable concept of community health, though the director advocates 
the availability of this kind of technology even outside the referral hospital. 


CCOORR seems to flourish in a self-styled network of small NGOs, including 
orphanages, and to be able to find its way among international donors. 
CCOORR enjoys sour relationships of unknown origin with support 
organizations such as CMAI and State VHA of Tamil Nadu. This may explain 
why Bilance did not get a screening or second opinion from, for instance, CMAI 
or CHAI. The proposal was brought to Bilance from personal networks. Bilance 
was not aware that the proposal was first rejected by ICCO. In the opinion of the 
mission this means that improved coordination of criteria and actual ‘case- 
management’ of applications for support is necessary. 


CCOORR seems to have very little factual information of the new area in which 
it intends to work. It could not give the mission the exact number of villages that 
will be covered. Reference to secondary statistical material has not been made. 
CCOORR points out that participatory surveys are more accurate; however, the 
mission feels that planning should be based on some primary data of the area 
prior to the implementation of the programme. 


Conclusions as to support expectations and experiences 

CCOORR feels that large support organizations miss enough feeling with the 
field-realities of implementing organizations to be of any help. CCOORR is a 
founding member of a small network of regional NGOs wherein experiences are 
shared and exchanged. This is not on a very regular basis however. Training 
expertise for the courses is recruited from local networks and professionals. 
There is no outside support or monitoring on the technical performance of the 
programme. The mission however feels that the programme could benefit from 
such support, since its claims of success are high but not well documented. 


54 


PROGRAMME DESCRIPTIONS; PRACTICES AND CHALLENGES 


CCOORR may be right that it is difficult to get need-oriented practical support 
for its day to day work. However, the local NGO networks it has sought 
compensation in for this, definitely do not give a lot of support in the field of 
public health either. 


3.3.4 St. Thomas Mission Society, Mandya 


Organization : St.Thomas Mission Society, Mandya, Karnataka 
Project/programme: Community-Based Health and Development Programme 
Rural/urban : rural and (recently) urban 

Organization type : implementing and intermediary 

File number > CITRSOSD 

Commitment : three years (1992-1995) 

Financing : total > Dfl. 591.589.- 


own contribution : Dé, 177 260- 
contribution Bilance: Dfl. 414.189,- 


St. Thomas Mission Society (STMS), the social branch of pastoral work in the 
district, started its activities in the field of health care in Mandya district in 1980. 
Projects were started from six centres in different parts of Mandya district, 
concentrating on (curative) health care and some economic activities, with 
hardly any coordination and coherence between the project activities on the 
different locations. 


After an evaluation of the activities of these centres and an interim period of 
reflection it was decided that the organization should target on the poor and 
concentrate more on community development, with health as one point of 
attention. After 1986, activities in the six villages were integrated and gradually 
other activities were added: nursery centres, education for school drop-outs, 
adult education, farmer extension, leadership training, training of village health 
workers, mother and child care, school health, promotion of herbal medicines, 
peoples’ organizations, conscientization, and income generating activities. 
Financial support for this integrated programme came from Bilance. 


Mandya district is situated in the southern part of the state of Karnataka. 
According to the 1981 census, Mandya district had a population of 1.418.109 
(rural: 1.198.084, urban: 220.025; scheduled castes: 182.807, scheduled tribes: 
11.653), and a population density of 286/km2. Mandya district is subdivided 
into 7 taluk, together consisting of 406 panchajat. Mandya district has 10 towns 
and 1354 villages. 


The great majority of Mandya population (90%) is economically dependent on 
agriculture. Most agriculture is rainfed; less than 25% of the total agricultural 


55 


QUALITY FOR EQUITY 


area irrigated. Important irrigated crops are paddy, sugar cane and ragi. Rainfed 
crops are oil seed, jowar, ragi and others. A relatively small group of landowners 
have been able to profit from the Green Revolution and associated agricultural 
technology and irrigation. The socio-economic position of the majority of poor 
people dependent on agricultural wage labour, however, has further deteriorated 
as a result of decreasing employment opportunities. 


Factors like religion, caste divisions and tribal origin continue to exert a great 
influence on social life and socio-economic relations in the rural areas. Caste 
consciousness of the higher castes is an important factor in the process of 
marginalization of lower-caste people. They are the victims of various kinds of 
segregation, oppression and exploitation (e.g. by moneylenders). Main religions 
are Hinduism (90%) and Islam (8%). Christians and other minority religions 
make up 2% of the population. 


A major social problem is the low status of women in society. The female 
literacy rate in rural areas is very low (less than 10% in 1986). Girls marry at an 
early age, usually before the age of 17. Most marriages are arranged by the 
family; often great expenses are involved for payment of the dowry. Another 
social problem in the area is the occurrence of child labour and bonded labour. 
Main victims are the economically backward and marginalized groups, esp. 
scheduled castes and tribes. 


Oppressive social relations are perpetuated by the influence of traditional power 
structures, with power in the hands of rich, influential, landowning, usually 
upper caste members of society. Usually they exert effective control over 
government welfare programmes entering village society. 


Mandya city has a slum area with a population of more than 10.000 (mostly 
settlers). Most of them subsist on manual labour in the city. Health conditions in 
these slums are very poor. Main problems are the lack of basic services and 
amenities, a great diversity of communicable diseases, and social problems like 
theft, drugs, alcohol etc. 


Vision 
The St.Thomas Mission Society works with non-christian communities in India 
to bring about a ‘change of heart’ (not of religion). The organization tries to 
effect this change through a comprehensive community-based health and 
development programme. 


Objectives 
The main general objectives of the programme are: 


a. Io create awareness among the people of illiteracy, exploitation, casteism, 
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poverty, inequality and diseases, and to motivate the people to work for the 
eradication of these conditions; 

b. To improve the living conditions and general welfare of the public, 
particularly of the rural population composed of farmers and agricultural 
laborers and other poor, by affecting change in outlook and attitude of society. 


Main objectives for the (current) second phase of the programme are: 

- awareness-building among the weaker sections of the community; 

- creation of political awareness among the people to enhance meaningful 
participation in the political process and the use of their right to self- 
determination; thus they can more effectively mobilize the government 
apparatus for their development; 

- to foster collective action; 

- to enhance a harmonious coexistence between various castes and groups; 

- greater awareness in the field of health; 

- promotion and strengthening of regional and district level networking of 

_ different groups; 

- ensure peoples’ participation in the process of establishing a healthy society. 


Target groups 

The main target group of the programme are the weak and marginalized sections 
of society in Mandya district, Karnataka, with special attention to women and 
children, and those with a harijan (dalit) or tribal (adivasi) background. These 
are usually landless, and subsist on agricultural wage labour. 


Activities 

STMS integrates educational programmes (pre-primary and non-formal, 
motivation programmes and leadership training) with its community health 
programmes. 


The Community Health Programmes consist of 
. health animators’ training 

. school health programmes 

. health camps 

. mother and child health care 

. herbal medicines and home remedies 

. community health centres 
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Related activities are: formation of peoples’ organizations, like mahila mandals, 
youth clubs, etc., slum development programmes, small saving scheme, special 
programmes for tribals. 
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Policy assessment 

The objectives mentioned above are to be achieved through training 
programmes, coordinated action programmes, strengthening and promotion of 
organizations, integral development programmes etc. In this period priority is 
given to creation of awareness, which should lead to organization building in the 
villages. The programme seems remarkably successful in this endeavour. It is 
obtaining results in community organization, that can compete with those of 
many well established primary health care programmes. However, the 
programme is not completely adequate as a basic health programme, as it stops 
short at education and awareness raising. Not all villages have a VHW. If there 
is a VHW, she is only trained in health education and awareness raising, and not 
equipped with at least a small medicine kit, although access to basic services is a 
problem in the area. 


The strategy of STMS to enter communities through nursery schools is effective, 
because it gives them the credibility necessary to initiate other organizational 
activities, such as the formation of womens’ groups and youth groups. This 
strategy results in a truly community-based programme. But also here this is not 
matched by sustainable quality of the health services. 


For STMS, health is the end point rather than the starting point for more 
comprehensive activities. There are no measurable results and visible effects in 
income, standard of living and health status. There is a lack of scaling and 
target-setting. 


The level of training of VHWs (1 month), fieldworkers (short courses) are 
inadequate for programme management in the field of health. There are only one 
or two professional health staff among core STMS staff (nurse/midwife), who 
are mainly involved in curative work. 


Feedback 

Though some household data on socio-economic status are collected, STMS 
does not monitor indicators on health status and health related indicators 
(environment, sanitation). There is no registration and subsequent monitoring of 
inputs and outputs of health activities, let alone impact. For example, coverage 
on immunization is not a known concept. STMS is thus not able to provide 
arguments in its advocacy with the government, nor is it able to discuss health 
status with the population on the basis of facts and trends. 


As a primary health care programme, STMS seems to have started, where other 
primary health care programmes try to end up. Community involvement, 
awareness, income generating programmes, winning over the confidence of the 
population are all well in place thanks to the fact that STMS fathers and sisters 
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actually ‘live with the poor’. With such a good access to the population, 
showing, among others, in nurseries and informal education reaching more than 
50%, basic health services and health development have an enormous potential 
of coverage and overall improvement of health status. This would however 
demand upgrading of training on all levels, with emphasis on health programme 
management. There should also be a time frame for the future development of 
activities, as well as basic registration of outputs and coverages. Essential in all 
this would be to develop a clear vision on health, health as a component of 
community development and advocacy in this field. This should be a starting 
point in external support from organizations such as CHAI and Community 
Health Cell (CHC) with whom contacts exist. 


It is surprising that notwithstanding the technical support by CHC Bangalore 
and CHAI, there seems to have been little attention in STMS for quality 
assurance on planning, monitoring, and prioritization. Though CHAI advised 
STMS to focus on ‘the very poor’, it did not provide the necessary tools to set 
indicators and measure progress. For example, through a household survey and 
construction of community health profiles focussing at ST/SC pockets in the 
communities. The CHAI evaluation of STMS has been a disappointment for 
STMS staff, since it was believed that this evaluation was carried out by 
unexperienced junior staff. 

The challenge for STMS is in upgrading professionalism in health through 
training and development of adequate monitoring instruments. It should make 
use of appropriate process oriented consultancy through established 
network/support organizations. Bilance could assist in identifying STMS 
training needs and negotiating earmarked budgets for this. 


While one of the strengths of the programme is the involvement of a large 
number of volunteers at village level, a weak point is the absence of 
professionalism. More attention should be paid to the question how voluntarism, 
based upon the benevolent philosophy of STMS, and professionalism can be 
matched in a productive way. 


Participation 

People with a diversity of educational backgrounds participate in the health 
activities through youth clubs, mahila mandals and other groups, and through 
the delivery of basic curative care in cases of extreme scarcity. This care may be 
in the field of simple treatment, dispensing drugs, and ante-natal and delivery 
care. The health strategy of STMS is to help the people to get a concept of health 
care. It only supplies curative care where there is real scarcity. 

In contrast to its social work and educational activities, STMS does not seem to 
have a strategy of enlarging community ownership of health services. The 
curative activities resemble charity. The educational activities are well 
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embedded in general awareness raising but do not bring about community 
action. STMS tries to open up government services for the people as much as 
possible by taking patients to clinics and facilitate immunization. However, its 
activities do not seem to be well planned ahead, do not follow a strategic plan 
and are not backed up by data gathering and analysis. 


Sustainability 

STMS is a well planned missionary set-up with a strong welfare and community 
Organization approach. As to sustainability, there is a strategy of forming village 
committees, who take up responsibility for activities like non-formal education, 
nurseries etc. STMS tries to distance itself from charity. Activities are done for a 
fee. This fee is spent on teachers salaries through the committees. In planning, 
responsibility is decentralized to the community level through these committees 
and through mahila mandals. 


To enhance sustainability, health services and related preventive activities 
Should be brought under village committees. Financial sustainability could be 
increased by experimenting with small revolving funds for essential drugs. 


Conclusions as to support expectations and experiences 

STMS has a definite need to improve the quality of the health service 
component of its programmes as well as to improve overall training and level of 
expertise. This need is well recognised by programme staff, but it has been 
difficult for them to have those needs adequately addressed. Although STMS has 
actively sought training and guidance with reputable training institutes and 
network organizations it has not been able to receive adequate help in this area. 
In the view of the mission this experience reflects a failure of the support 
systems to provide the needed inputs in programme planning and design, and in 
appropriate human resource development. Therefore, the experience of STMS 
calls for serious re-examination of the structure, relevance and adequacy of the 
support systems that sometimes seem ‘too far off’ the fieldwork of the 
implementing organizations to have an impact on the work there. 


3.4 The umbrella organizations 


The mission visited the Catholic Hospital Association of India (CHAI) and the 
Christian Medical Association of India (CMAT) for one to two days each, and 
had intensive discussions with staff on the relation between support functions 
they provide and the needs of their respective membership of implementing 
organizations. A brief description of each of the organizations and an outline of 
discussions held is given here. Opinions expressed are those of the mission, not 
necessarily those of the staff of CMAI and CHAI. 
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3.4.1 Catholic Hospital Association of India (CHAT) 


CHAT is a religious (Catholic) membership organization, based in the town of 

Secunderabad near Hyderabad. The main general goal of CHAI can be 

summarized as ‘Health for Many More’ (with special attention for the poor), 

which is also the leading motto of CHAI. In 1983 CHAI adopted a ten point 

action programme: 
promotion of community health programmes; 

2. promotion of spiritual and pastoral aspects of health care; 

3. promotion of ‘Respect Life’ (just wages; healthy human relations etc.); 
promotion of ‘natural family planning’; 

4. self-sufficiency of CHAI programmes, especially by collaborating with the 
government at various levels and utilizing their resources; 

5. solidarity building among CHAI member-institutions especially by promo- 
ting the idea of adopting rural health centers by big hospitals; 

6. diocesan and regional level organization of CHAT; 

7. membership drive for strengthening the organization; 

8. promotion of low-cost medical care by influencing a better drug policy, 
prescription pattern and standardizing of drugs; 

9. promotion of indigenous medicines and systems of health care; 

10. holistic approach to health and training of new types of health care 
personnel in large numbers. 


Since 1980 CHAI has experienced continuous growth of its membership. In 
1992, the organization had a membership of 2308. A distinction is made here 
between ‘constituent’ (institutional) and ‘associate’ (individual) membership. 
While the former, around 1700, have a voting right in CHAI (from 1981 one 
vote per member), the latter have no voting rights. More than fifty percent of the 
members of CHAI are located in the four southern states of Kerala, Tamil Nadu, 
Andhra Pradesh and Karnataka. CHAI presently has a full-time staff of about 
sixty people. 


Attempts have been made to form regional/state units. Such units have the status 
of separate registered bodies with a close link to the central organization. This 
has not always been successful because of lack of funding and adequate 
expertise to provide support functions to the membership. 


Important aspects of support by CHAI towards its membership are its 
publication service, its promotion of herbal medicine, and its procurement 
service. Publications by CHAI have achieved wide circulation among its 
membership. The magazine “Health Action’ is greatly appreciated by members, 
and widely acknowledged to be relevant. CHAI has a strong programme in 
promoting the use of herbal medicine. CHAI central purchasing service has been 
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useful to its membership, especially in buying drugs. The future of this service is 
uncertain, due to change in government policy towards excise duties. 


CHAT has recently (1991-1993) gone through an elaborate evaluation at the 
occasion of its golden jubilee. The evaluation was done by an evaluation team of 
the Community Health Cell, Bangalore. Based on this evaluation, three major 
concerns for the next 10-15 years were identified: community health, health, 
healing and wholeness (the religious aspects of health) and a preferential option 
for the poor. The means that were identified to address these major concerns are 
human resource mmaiee in health; organizational changes in health; 
religious sisters. 

The decision to evaluate, the way it was conducted, and the dissemination of the 
outcome of the evaluation were highly commendable, as the product of the 
evaluation reached out to a large part of the membership. However, one of the 
weaknesses of the evaluation is the fact that the study was not specifically 
oriented towards the analysis of achievements and failures of the past, nor 
towards its organizational structures. The outcomes therefore seem to provide 
little ammunition to improve support strategies. 


CHAI doesn’t address the issue of its own financial sustainability. Nor does it 
assist its members to critically consider this issue, although the financial 
sustainability of a number of member-institutions is seen as a problem. 

CHAI does not yet play a role in influencing the private-for-profit-sector. 
Regulatory frameworks need to be put up by the government, but CHAI does 
hardly participate in developing models for this together with the government. 


The membership of CHAI mainly consists of small community health 
organizations, run by religious sisters or fathers. Since this membership can be 
rather conservative and often lacks health professionals, it is sometimes difficult 
for CHAI to make progress in new issues and activities (family planning, AIDS), 
and in professionalization. Notwithstanding the fact that the community health 
staff of CHAI sees a need for this. The staff feels that in many cases they are too 
far off the membership to really get to know their, needs, their thinking and the 
process they are involved in. 


Impression of the evaluation team 

CHAI apprehends that its members will be increasingly drawn into providing 
basic health care services to marginalized sectors of Indian society, due to the 
changing government (economic) policy to give private health providers a 
greater share of the market. Apart from this understanding, neither CHAI (nor 
CMAI, see the next paragraph) seem to have a strong analytical framework or 
take a clear position on what to do vis a vis structural changes in the health 
sector. Both organizations have difficulty to see what other roles they can play, 
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apart from their (current) provider role for their membership. CHAI (and CMAIT) 
seem shy of advocacy and lobbying with the government and other emerging 
sectors (private-for profit sector). Contributing factors to this lack of initiative 
are the religious background of the members and interests of the member- 
institutions. Links to other organizations outside their membership are also 
weak, while the relation with VHAI has become somewhat estranged. 


3.4.2 Christian Medical Association of India (CMAI) 


CMAI is a Christian (Protestant) intermediary (support, networking) organiza- 

tion. It has a membership of more than 300 institutes for health care and some 

3.000 individual members, such as medical specialists and other health 

personnel. 

According to the analysis made by CMAI of the Indian health care system and 

contributions made to it by the church, the Indian health situation can be 

characterized by the following main problems: 

- high mortality and morbidity rates among children, usually caused by 
preventable diseases; 

- a severe lack of attention to the health situation of women; many women die 
in childbirth; 

- little attention is paid to the relationship between environmental factors, 
poverty, a low rate of literacy and the health situation; 

- health services, when available, are predominantly curative-oriented, 
hospital-biased and too much stressing the role of medical doctors. Another 
problem is the low quality of planning; 

- the factors mentioned above are further reinforced by the increasing 
population pressure; 

- new problems with a clearly social dimension like alcohol and drug addiction, 
AIDS, and negative effects of the gradual individualization of Indian society; 

- the lack of attention paid to the above-mentioned problems in educational 
curricula for doctors and nurses, and the lack of motivation among health 
personnel to work in rural areas. 


According to CMAI, the church response to these problems has in the past 
proved to be inadequate. This is due mainly to a lack of vision, a lack of 
motivated staff, conflicts between churches and institutes, a lack of (updated) 
knowledge of the basic causes of disease, weak leadership and bad management, 
inadequate systems for supervision and control, out-of-date infrastructure and 
financial problems of many institutes, as well as to a lack of vision on the role 
that the church and its institutes should play in a more holistic approach to 
health care. 


CMAI intends to play an active role in the process of transformation necessary 
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to tackle the problems described above. Moreover, CMAI stresses the need for 
paying more attention to preventive and basic health care, which have until 
recently been undervalued. In this way, health care should become more 
accessible to»the poor. 


In implementing its policy, CMAI concentrates on a number of activities: 

- community health (training, advise and support to community programmes); 

- human resources development (some 1.000 formal courses per year, for a 
variety of health personnel like doctors, nurses, paramedics, laboratory 
workers, VHWs, DAIs etc.). A new activity is CAMS a. three-years 
postgraduate training on management, leadership, and health work in the 
setting of rural hospitals with good community health programmes. 
Cooperation exists with other centres like Rusha and Pachod; 

- regional and membership development (to promote membership and 
stimulate commitment of local churches to CMAT; 

- communications, advocacy and networking (especially in the fields of healing 
ministry, health and development, women, community health, and drug 
abuse); 

- administration. 


Recently, CMAI has become very active in the field of AIDS prevention. CMAI 
has concluded an agreement with WHO, NORAD and the Government of India 
for training 1.200-1.500 doctors in HIV control and AIDS prevention within one 
year. 


Target groups for the activities of CMAI are the following: 

- the members of the association (300 institutions and 3.000 individual 
members); main point of entry for this group is capacity building; 

- the churches (as far as their health-related activities are concerned); 

- in collaboration with other health networks (e.g. CHAI, VHAI) CMAI tries to 
influence health professionals, the central and state government officials, and 
politicians; 


CMAT has a board consisting mainly of leading persons in the field of Indian 
curative and preventive health care. It has a professional staff of 86 persons. 
Largest divisions of CMAI are: community health department, general 
administration, and department for human resources. 

The profile of CMAI is that of an association of health professionals, and its 
mandate is to nurture them. Human resource development is a key factor in 
sustaining the association. It includes professional training (doctors, nurses, 
allied health professionals), training of field staff for particular projects, and 
short training programmes for specific purposes like, for instance, management. 
To maintain sustainability, accountability and quality of the association CMAI 
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goes beyond training. Its strategy for human resource development also focuses 
on salary improvement, mobility, job satisfaction, open policy, accessibility, and 
participation in management. 

The community health programmes of the member-institutions are initiated and 
supported by the hospitals, which function as referral centres. There is a three- 
tier system of hospital, subcentre and fieldwork in the community. In the field 
basic health services are provided to a predefined geographical area. The 
organization consists of a chief executive officer (CEO) of the hospital, a project 
manager, field supervisors and community health volunteers. The success of the 
‘delivery of primary health care’ depends on the commitment of the CEO 
Whereas the influence of CMAI is not strong here. The community health 
projects have the strongest base in the institutions which include nursing 
schools. These schools use the opportunity of the projects for the field training 
of their students. Many of the community based primary health care 
programmes are in collaboration with churches, rotary clubs, YMCAs and such 
other organizations. This enabled 75% of the programmes to continue even 
when support by CMAI was withdrawn. 


Impressions of the evaluation team 

The idea of community health as an ‘enabling process’ and of primary health 
care as defined by the Alma Ata conference and redefined later on, did not come 
through during the discussions the mission held. Nor were components like 
_ health education, community ownership, peoples’ right to health, community 
organization, use of alternative systems of medicine visible. 


The strong religious affiliation of CMAI is not always an asset. Especially in the 
case of issues that are not acceptable to the conservative segments of CMAI 
membership (e.g. the socially isolated and oppressed position of women; family 
planning; AIDS), wide differences of opinion may arise among the membership 
about the question whether, or how CMAT should tackle these issues. 


A basic problem in the work of CMAT is that they work with health institutions 
whose basic idea is that health interventions are curative. As a result, the 
approach of the staff is very careful, mainly because of their perception of 
support of their constituency (bishops). 


It takes a lot of trouble for CMAI as a support organization to get feedback from 
its members, to receive response from its network. Therefore, the instruments 
used, mainly magazines, newsletters and other documentation, may have to be 
reviewed. 

It was discussed that, more than ever, there is a need for CMAI and its 
membership not to focus exclusively on curative tasks, but instead to speak out 
from a social responsibility, to involve and commit other societal actors (the 
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state, corporations etc.) to the groups in society that have no access to health. 
CMAI and other organizations need to make their moral and_ societal 
responsibilities an obligation shared with other groups. Such an approach 
necessitates a basis of facts and figures, of scenarios for the non-profit NGOs 
vis-a-vis the rapid socio-economic transformation taking place in India, a 
‘thinktank’ that advocates this moral obligation in an enterprising and innovative 
way. 


This objective requires a continuing process of professionalization and strategic 
development. Further, it presupposes a more active mobilization and interactive 
communication within the membership network. Presently, a ‘caretaker’ 
mentality still prevails, both in the community concept of primary health care 
and in the interaction membership/support organization. This may also mean 
inclusion of new partner organizations (for instance in the urban areas with their 
new social and health problems), and a more outreaching, less institution-based 
strategy. There may be opportunities to work with the government, but many 
implementing organizations feel too weak (in terms of management and finance) 
to take up such tasks. A central question for CMAI is what support could be 
given to the membership to cope with these strategic challenges. 


CMAT itself should, in the eyes of the mission, be careful in matching its 
community-based, preventive orientation with other opportunities that suddenly 
come up, such as the AIDS-training for doctors. This is very well possible, but 
only within a clear policy strategy, and not on an ad hoc basis to earn money or 
to please important donors or the government. 
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4. FINDINGS AND ANALYSIS: ‘QUALITY 
FOR EQUITY’ 


In this chapter, on the basis of the field visits and interviews with the umbrella 
organizations CHAI and CMAI, findings on respectively the contributions of 
support organizations and the expectations and experiences of implementing 
organizations with regard to support are presented. 

These are followed by a paragraph that, on the basis of these findings, outlines 
the changes that the voluntary health sector goes through. Changes that form the 
context for the dynamics between implementing organizations and support 
organizations. 


Finally, in paragraph 4.4, a strategy is described, Quality for Equity, that forms 
the basis for the recommendations given in chapter 5. 


4.1 The contribution of support organizations 


The contribution of support organizations to implementing organizations is most 
significant in the fields of training, teaching and health education materials, 
information and documentation (newsletters, thematic papers, workshops), 
applied research and, to a lesser extent, in technical consultancy. All 
implementing organizations visited, one way or another, make use of these 
functions to plan and implement their programmes. Though they do not always 
obtain these services from established support organizations. They sometimes 
try to provide some of these functions themselves, or link up with other small 
NGOs, sometimes also outside the health sector. 

Support organizations have developed their service functions as a result of 
experienced or assumed needs from member implementing organizations or 
from their own implementing programmes. The support organizations visited do 
have a lot of impact on government services through training of civil servants 
and through exemplary programmes in community health and mother and child 
health specifically. This is very clear from the experiences of CINI and 
AGRT/IHMP, who both operate institutional training centers with a large 
clientele from the government. 

But also VHAI, on a very general national level, and RVHA on the specific level 
of the State of Rajasthan are fine examples here. 
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The support organizations, through their service activities, have been successful 
in giving the voluntary health sector a national profile of dedication to the poor, 
commitment to community development and attention for preventive health. 
They have contributed to the conceptualization and acceptance of community 
health as a participatory process with the target groups i.c the poor and 
marginalized groups. On the basis of this, they have managed to secure an 
established position for the voluntary health sector as a special sector in Indian 
health care. Especially vis-a-vis national and state governments. This has given 
room to manoeuver for implementing organizations in organizing their 
community health programmes, and has given them a stake in advocacy on 
behalf of their target groups. 


Participation in the sense of ‘ownership’ of implementing organizations in 
support organizations seems not very strong in both CINI and VHAI. RVHA, as 
also historically a membership organization, seems to be really owned by its 
members, though not all users of its services are eligible for full membership. 
The fourth organization, AGRT, is merely a professional service institute with 
customers rather than members. Extensive interviews with two national 
umbrella support organizations seem to confirm one-way traffic from national, 
and maybe also from regional, support to implementing organizations, rather 
than tailor-made services according to expressed needs. The support 
organizations do contribute to participatory methodology by promoting concepts 
of community health in their support to implementing organizations. But they 
generally do not foster it very strongly in their relation with the implementing 
organizations. 

The quality of the interaction between support organizations and their members 
varies. Organizations like CHAI, VHAI and CMAI often struggle to get 
adequate feedback from their members. Questionnaires are worn-out tools. So 
additional, more communicative instruments should be developed to improve 
communication. But it is a two-way traffic. Implementing organizations that 
were visited by the mission, sometimes fail to put sufficient effort in keeping 
regularly in touch with a support organization. There is a tendency to organize in 
small networks on a very local level, and with a broader base than health. The 
potential of State VHAs to form service and advocacy umbrellas for NGOs is 
promising, though it is not clear under what conditions this will come true. 
RVHA, for example, seems to service a small number of NGOs that are 
somehow, ‘top of the bracket’. Several implementing organizations visited did 
not belong to ‘their’ State VHA. Some implementing organizations saw even 
these as too large and far-off. 


Financial accountability is not developed very strong in the service package of 
the support organizations. Nor seem the implementing organizations to show a 


financial transparency to their target groups. This may be a gap in the 
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contribution of support organizations, since the financial basis of the 
implementing organizations visited is clearly fragile. | 


Accountability in terms of the quality of services provided is present in the 
community health concept as it is advocated and supported by the support 
organizations. Practical instruments to develop this accountability (health 
information, registration, planning, evaluation, participatory mechanisms) are 1n 
place though open for improvement. 


The financial sustainability of the support organizations themselves is weak. 
There is a high level of (multi) donor dependence. A dependence that 1s 
sometimes setting the agenda of activities more than experiences in 
implementing organizations. An example are AIDS activities. The support 
organizations play an important role in finding funds for implementing 
programmes from outside sources. This is however done more on a project basis 
than as the building up of regular financing. Sometimes government funds are 
attracted, cost recovery and insurance schemes are almost absent. The support 
organizations do contribute to sustainability of the voluntary sector as a whole 
especially by putting and keeping it on the policy agenda, through advocacy, 
publicity, and pilot projects as an essential link in health (care) for poor and 
marginalized groups. There is a broad appreciation for this, even among those 
implementing organizations that feel that national support organizations are too 
far off the field to be of any use there. 

It must be stressed however, that this ‘rift’ between support and implementing 
organizations is a bit of a cliche. Two of the support organizations visited are 
part of a local network of implementing organizations themselves. One Is very 
close to implementing activities of its members on state and district level and 
operates a pilot school-health programme itself. The only support organization 
with a national scope is directly involved in the implementation of pilots in 
community health. 


The day-to-day technical quality of services of implementing organizations is as 
yet not a main focus of support. Health information systems, supervision, quality 
assurance (for example setting performance indicators and making protocols for 
treatment and prevention) and other feedback mechanisms are often missing or 
under-developed in the service package of support organizations. Except in 
some of their own implementing programmes, such as in the case of CINI, or the 
pilots initiated by VHAI. 


An important role of, especially the larger, support organizations is their 
function as resource and production centre of documentation, teaching materials, 
technical instructions etc. This service is well known and appreciated by 
implementing organizations. But it is a general product for the whole sector and 
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does not come in the form of a dialogue between support and implementing 
organizations. 


It is virtually impossible to generalise about the ‘contributions of support 
organizations’, there is too much variety for that, even among the few 
organizations visited by the mission. It is however useful to talk about the role of 
Support functions. These functions are important for implementing organiza- 
tions, but each of these functions asks for its own scale of operation, which 
again can change over time. National lobbywork and documentation may fit into 
a national organization, training should sometimes be broad and_ national, 
sometimes tuned to local conditions and scales. Technical consultancy generally 
works better and is more accessible when tuned to needs in a specific state and 
based there. Emphasis until now has been too much on national service and 
umbrella organizations. The practical challenges of implementing organizations 
and the governmental de-centralization tend to ask more than ever for a focus on 
State and district level. It is clear that the functions offered by support 
organizations, are of interest to the sector as a whole and to many implementing 
organizations specifically. However specific technical needs of implementing 
organizations are often missed by the larger support organizations. This asks for 
further dissemination of their expertise and experience to the small, often almost 
informal, support networks close to the operational level of implementing 
organizations. 


4.2 Needs and expectations of implementing organizations 


With reference to support functions and their contributions towards the work of 
implementing organizations, emphasis in the voluntary health sector has been on 
national service- and umbrella organizations. This emphasis is also reflected in 
the policies of Bilance and ICCO, which both support national organizations!*. 
Although there is a need for national lobby and resource centers, the four 
implementing organizations visited all have formed their own much more local 
support networks. Two of the implementing organizations visited are themselves 
performing some support functions (especially training, local research). 


Implementing organizations in the voluntary health sector, almost by nature, will 
always play a minority role in service delivery on a national scale. They have a 
proven record and strong potential to reach the poor and marginal groups, both 
rural and urban. This asks for a dissemination of their experiences to other 
providers, as well as sustainable development of their own quality and 


14. Bilances’ support to CHAI (Catholic Hospital Association of India) and ICCOs’ support to CMAT (Christian 
Medical Association of India) were not reviewed in detail, since these organizations were evaluated thoroughly in 
the last two years. 
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performance. To remain effective, the implementing organizations must play an 
exemplary role vis-a-vis government and the private sector and influence and 
motivate these. To any standards of what primary health care can be, the 
performance of implementing organizations visited, notably STMS, Berhampur 
and BRWS, in the field of community mobilization and development is 
impressive. This is not always matched by their technical quality as a health 
service provider. Implementing organizations, in their role as care takers of the 
poor, are sometimes technically not good enough to fulfill an exemplary role 
towards the government and other providers as to how to cater to the health 
needs of poor and marginal groups. Among implementing organizations there is 
a definite need for technical consultancy and monitoring in the field of health 
information (registration, epidemiological data), supervision, programme 
management, applied research and training for community health workers and 
intermediate fieldstaff. These needs were expressed by some, others maintained 
they were already performing these tasks satisfactory in local networks. The 
mission was not always sure of the quality reached in those local networks and 
still sees a role here for larger, more professional support organizations. 


There are clear signs that the implementing organizations (including those 
support organizations who also implement) want to be in control of their support 
networks, and they want them as close by as possible. Discussions with the 
umbrella organizations made clear that the feedback to them from their 
customers/members is very minimal, indicating that they sometimes miss the 
direct needs of the implementing organizations. 

Moreover, the mission feels that the implementing organizations need support to 
improve their financial basis and make this more sustainable. 

Implementing organizations visited are all stressing community participation in 
their operations. Experiences in this field are not well documented and made 
accessible for other organizations. Facilitation of exchange in this and other 
fields of community health is a need that is not yet sufficiently met by the 
support organizations. It seems a support function that works best on a state or 
regional level, as was demonstrated by one state-based support organization 
visited. 


4.3 Newroles and challenges for the voluntary health sector 
Confirmed in the mission field-visits is that the voluntary health sector in India 


will always play but a minority role in service delivery on a national scale. 
Approximately 5000 organizations reach about 5% of the population now". It is 


15 .Meera Chatterjee “Health for Too Many: Indias’ experiments with Truth In: Jon Rohde c.s. ‘Reaching Health for All, 
Oxford University Press, 1993. 
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however clear that the voluntary sector has strong inroads to reach the urban and 
rural poor, this was very evident in the cases of CCOORR, Berhampur, BWRS, 
CINI, STMS and AGRT. Through their small scale and local base, the voluntary 
sector can often tailor-made solutions, adapt to changing conditions and develop 
local, often intersectoral, networks to sustain interventions. Especially state and, 
under the Panchajat Raj decentralization, local government levels will 
increasingly become both partners in services and targets of advocacy and social 
action of the voluntary health sector. With new, yet undetermined, roles for the 
private sector. Therein it will be increasingly important to disseminate 
experiences from the voluntary health sector to the government and other health 
providers. 


The overall impression of the fieldwork period is that there is a strong need to 
focus on improvement of coping mechanisms of the voluntary health sector. 
Mainly in the field of technical support (feedback mechanisms), quality 
assurance, participation and the financial/planning basis of work. This is 
however not just a question of improving the match between support and 
implementing organizations. What is at stake is the greening of a sector whose 
traditional role as an alternative benevolent provider of services is changing. The 
coming up of support organizations (like VHAI and RVHA) or support functions 
in larger implementing organizations such as CINI and AGRT are efforts to 
answer new, yet unmet needs. So can the frantic networking of implementing 
organizations such as CCOORR and BRWS with their wide variety of services 
be seen as a, maybe not yet fully adequate, effort to build broad local structures 
that can sustain. | 


The mission findings during fieldwork give a remarkably coherent picture of 
challenges for both support and implementing organizations. These challenges 
occur due to both socio-economic developments in India and the so-called 
demographic and epidemiological ‘transition’ that goes along with it. 
Characteristics of this ‘health transition’ are a growing diversity in the pattern of 
disease and a diversity among client groups'®. As given in Chapter 2 and Annex 
IV of this report, signs of transition are evident in India. Both the crude birth and 
death rate have declined significantly and life expectancy has improved. Infant 
mortality and maternal mortality came down (though are still very high). The 
disease pattern now shows both the communicable diseases (cholera, malaria, tb 
etc) that are significant for the early stages of health transition and the non 
communicable diseases that belong to increasing welfare and socio-economic 
change (cancer, heart disease, mental health, occupational health, deficiencies, 
injuries are coming up). Many health hazards for the very poor are connected to 


16. World development report 1993 Worldbank Ch.1. 
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urban slum life (prostitution, sexually transmittable diseases, drugs, alcohol, 
violence), pollution and dangerous industrial work. 
The voluntary health sector, for a long time, has given a lot of emphasis to 
equity'’ in health in the sense of access to provisions. Therein the sector has 
focussed pre-dominantly on their own institutions to deliver health services and 
on the government to take over this role. In that process the voluntary sector has 
put more emphasis on advocacy and -community,s mobilization, than on 
qualitative development of health services. 
A large part of, especially the implementing, organizations visited by the 
mission cater mainly for ‘lagging’ populations; poorest and most marginalized 
groups in both remote rural and urban slum areas. These populations carry the 
double burden of both the old and new patterns of disease and ill health. These 
groups are not likely to benefit from expansion of government services or access 
to private for-profit services in the foreseeable future. Thus their interests will 
have to be served by new strategies from the side of the voluntary health sector.» 
The four implementing organizations, and two of the support organizations 
visited have started as providers of basic services to poor and marginal groups 
without hardly any previous access to such services. From the profiles in chapter 
3 it can be seen that most organizations have developed some support functions 
or are at least active in information, communication and advocacy as part of 
local networks. 
A recent World Bank discussion paper underlined these ‘new’ roles for the 
voluntary health sector vis-a-vis the health transition such as is in motion in 
India!*. Next to the traditional role in service delivery for poor and marginalized 
groups new roles were mentioned as: 
- to train large numbers of government workers, thus influencing the 
government sector in an efficient way 
- to strengthen their consulting role in cost recovery, community participation, 
innovation of service delivery, improvement of efficacy (both for government 
as for small implementing NGOs) 
- to improve information, education and communication on especially local 
levels where the voluntary sector is well at home. 
These points are very well recognizable in the outcomes of the fieldvisits both in 
the work of the larger support organizations, as well as in the networking and 
support needs of the implementing organizations. 


For the voluntary health sector to sustain its old and new roles under changing 
conditions, a number of policy issues needs to be addressed. These points are not 
only present in the organizations visited in this mission, but form grosso modo a 


17. For a more elaborate description of the concept of equity in health see for example: The world health report 1995, 
WHO. 

18. Heaver, Richard: “Managing Primary Health Care Implications of the health transition’, Worldbank discussion paper 
276, p. 29, Washington D.C., 1995. 
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set of basic policy issues in the sector. There is an overall need to further 
develop these concepts as a common basis for advocacy and innovation of 
health programmes. Exactly these issues are referred to as a task for, national or 
regional, resource centers, such as RVHA/VHAI, or CHAI and CMAI. The 
policy issues can be summoned up as follows: 


Community health as a central value in the voluntary health sector 

The concept of primary health care, as enunciated at the Alma Ata conference, 
has been broadly accepted by the voluntary health organizations in India. The 
community health concept of many voluntary organizations banks heavily on 
experiences like that of Jamkhed, a famous primary health care programme in 
the early eighties. However, this and other successful programmes are often 
operated under very specific conditions. They bank on a very personalized 
commitment. There is need to assess the components of community health as it 
is practiced in many places, set minimum quality standards for it and identify 
basic performance indicators, necessary expertise and instruments. 


Important elements of community health programmes in the voluntary sector as 

observed by the mission during fieldwork are: 

- a broad (‘comprehensive’) approach to health (income generation, water and 
sanitation, position of women) in combination with a health service package 
that contains promotive (e.g. nutrition), preventive (health education), 
curative (e.g. drugs, referral), caring (e.g. terminally ill) and rehabilitative 
elements. 

- a prolonged and phased period of development; 

- devolution of ownership to the community; 

- decentralization of functions of health services in a network of national and 
regional support organizations and local implementing organizations; 

- dissemination of expertise and experience of innovative initiatives; 

- established link-up with government services; 

- finding a sustainable cost-basis including cost-recovery mechanisms; 

- work on the basis of a strategic plan, annual work plans and priorities, 
monitoring instruments, a data basis and feedback mechanisms with the 
community and support institutions; 


A special note needs to be made on the position of women in programmes. In the 
programmes visited women are considered as primary targets of the health 
programmes. Health programmes such of those of CINI and BRWS, in 
interaction with womens’ groups present at the local level, pay special attention 
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to the issue of creating access for women during their whole life cycle to these 
(health) programmes. This approach is justifiable, and also practical and 
eftective! 

Aiming at an integrated community development approach for their target 
populations means that women and child health are not considered only from the 
point of view of the service provider. But from the point of view of women 
interests taking into account the role of women in the community and the society 
at large. NGOs should do more to research and find out what women perceive as 
their health problems, rating these according to their perceived seriousness. 
What are the remedies that women seek and use? Why do they avoid certain 
health care providers and seek out others? Such questions have to be answered 
before formulating any health programmes. This is an approach with respect for 
women, and pragmatic at the same time. For health intervention programmes 
based on womens’ perceived needs are less likely to be under-utilized and thus 
less wasteful of scarce resources. 


Financial sustainability 

The issue of co-financing in health care is insufficiently developed by the 
voluntary sector. The voluntary sector heavily relies on charity and foreign 
donors. Government financing of some functions is coming up, but sometimes 
in the form of off-loading government tasks at smaller costs. There is need to 
study the problem of financing health by the voluntary sector, especially in the 
present market-oriented economic context. User fees, cost-recovery and 
entitlement to packages in health care are some of the issues which are to be 
looked into. Within the context of community health, co-financing between 
provider and user can play a definite role in sustainability and sense of 
ownership of the community, for example in forms of revolving funds for 
essential drugs, small cooperatives etc. 


Another, closely related, issue on the agenda of sustainability is donor 
dependence in the voluntary sector. As long as NGOs in health do not have a 
sufficient and continuous budget for core function finance (research, building a 
data base, developing curricula and monitoring instruments), they remain 
dependent on ad-hoc and conditioned donor funds. Therefore these extremely 
essential functions suffer from poor quality, inadequacy and irrelevance vis-a-vis 
day-to-day performance. Some mechanisms should be in place to improve on 
these constraints. Most important is a sensitivity, both with donors and recipient 
partners, of core functions and adequate levels to finance in the course of a 
number of years. Some valuable suggestions in the view of the mission were 


19. For example, attempts at reducing anaemia in pregnant women by administering Folifer tablets have mostly been 
found to have failed because other factors were neglected. Anaemia in women is the result of socio-economic and - 
cultural factors influencing their whole life, from childhood to old age. Interventions should take into account all 
determinants, including social, economic, cultural and gender-related factors. 
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made during a de-briefing workshop with representatives of the support and 
implementing organizations visited?°. The suggestions propose to improve 
communication, coordinate between donors, open up India based funding for 
development, improve the structure of donor contributions through recognition 
of specific functions and corpus-grant. These suggestions are not made 
specifically towards Bilance or ICCO, but, in the eyes of the mission, bear 
relevance for both organizations. 


How professionalization and idealistic work for the poor can match 

Several organizations visited indicated that they have problems in attracting and 
sustaining adequate staff levels. 

Accessibility is an important element of primary health care and as such 
reflected in the work of most of the organizations visited by the mission. In a 
country as large and diverse as India, making health care accessible for large 
numbers of people living in far-flung and distant areas presents a real challenge. 
But economically and socially depressed urban areas may also show a very low 
accessibility of its health services for the poor, and substandard quality as well. 
Most of the organizations visited take up these challenges, moving into areas 
where governmental health services are poorly developed or non-existent. The 
people they serve are the poor and marginalized, like tribals, dalits, urban poor 
eKe 

Agencies that seek to address these challenges therefore need to make use of the 
resources available to them as creatively and imaginatively as possible. The 


20. On direct donor-NGO relations. 
Desk officers should not be changed too often, and support should not be withdrawn too suddenly. Let there be a true 
partnership, not just a one-way influence through funding, but provide information exchanges to start with the most 
practical level. CFOs must give long-term and ongoing support to NGOs and help in retaining their stability. 
It is time that the CFOs think about core support for salaries for a group of people who form the powerhouse of an 
organization. A corpus grant may be given to generate funds for this. 


On networking as partners in development 

CFOs may inform partners in India about innovative programmes in other countries. CFOs may discuss global issues 
that affect all of us at global forums. 

There should be better networking among the CFOs themselves. There should be networks between the CFOs and 
other powerful funding agencies like the World Bank. CFOs may play an advocacy role in putting pressure on the 
government to abolish evils like child labour. NGOs in India may educate CFOs as to conditions prevailing in India 
and help CFOs to formulate long-term policies and objectives. 


On targeting for funding 

CFOs have to be sensitive to the socio-economic changes in India. They must support area-specific and NGO- 
specific programmes. CFOs must realize what a particular NGO wants to do and is able to do, and support it in 
fostering that work. 

CFOs must be sensitive to the fact that government programmes in India are not reaching the backward areas. They 
must help NGOs to reach the unreached. CFOs should empower NGOs to empower the poorest in their turn. 


On dependence and sustainability 

Why are voluntary agencies, that advocate self-reliance of the people they serve, so dependent themselves on CFOs 
and other foreign funding agencies? Some day, the policy of the Gol may change and NGOs may not receive foreign 
funds any more. There are 200 million well-to-do Indians who may be motivated and mobilized to contribute to 
funds for development. CFOs may help by sharing their own fundraising experiences with their Indian partners. But, 
of course, CFOs may still fund innovative programmes. Allocation of corpus grants may make NGOs feel more 
secure, and play their advocacy and motivating roles more effectively. 
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main assets of both the implementing and support organizations visited, are the 
staff with their experience, skills and commitment. The voluntary health sector 
is above all a human resource operation, with very modest physical and 
technological investments. The agenda for improvement and quality assurance is 
a focus on human resource development. However, in many organizations in the 
voluntary sector, this crucial area does not get the attention it deserves. Some 
organizations rely very much on one single charismatic leader, others tap from 
seemingly inexhaustible social and religious commitment. The need for 
sustainability and increased service quality, however, require more professional 
Strategies as well. 

Good management of personnel is of increasing concern in most organizations 
visited. 


Many NGOs find it hard to attract professional staff. Staff turnover in the 
organizations visited turned out to be rapid. All this has negative effects on the 
morale of the organization and its capacity to deliver services. Some 
organizations have plans for development of senior cadres, but then pay scant 
attention to lower cadres like sweepers, attenders etc. It is important that staff 
policies are inclusive of both the director and the sweeper. 

In fact many NGOs, from their charitable background, tend to forget that anyone 
who works for a living has minimum expectations. Security in the job, a good 
career structure, adequate avenues for promotion, financial security, job 
satisfaction etc. are expectations people have. Recognizing this, and planning for 
adequate salaries, opportunities for career advancement etc. would go a long 
way to ensuring staff stability. Co-financing organizations and their partners 
should acknowledge this situation by designing and sustaining retention 
schemes and career development. 

Becoming ‘out of date’ is a genuine fear for many who work in the health sector. 
Building in appropriate staff updates through workshops or training programmes 
would help to alleviate this fear. Opportunities for this, both at home and abroad, 
should be utilized when and where possible. 

A congenial working atmosphere would go a long way to compensate for many 
hardships. Strengthening teamwork, a sense of belonging or ‘community’, 
having transparent policies and openness in scapula with problems, all make for 
efficient working within any organization. 

Too many NGOs have an organizational culture that has the imprint of one, 
often brilliant and committed, leader. This may endanger continuity and, 
sometimes, flexibility towards new challenges. This includes limited 
opportunities for women in leadership positions. 

Though difficult, paying attention to value building, teamwork and fostering 
community 1s bound to pay much dividend. Especially if this endeavour can be 
linked to ‘careers’ of training, job-rotation, diversity of experiences. Only then 
professionalization and idealism can meet. This may control the risk of losing 
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well motivated and promising people to the for-profit sector. There is here a 
potential need for management support on human resource development, 
especially targeting the smaller implementing organizations such as STMS. 


Quality assurance 

Quality assurance is an often mentioned but seldom specified need in health. 
The mission holds the view that quality assurance should not be limited to 
incidental monitoring and evaluation. It is a management tool and as such part 
and parcel of the cycle of planning, implementation and evaluation of a 
programme. Human resource development (training, supervision, career 
development), health information, applied research, participation  co- 
management by the target groups and performance monitoring of interventions 
are the instruments in such a quality assurance strategy. This is not yet a well 
developed area in Indian health, not in the government system, not in the NGO 
world, and not in the private sector. Maybe with some exceptions in the clinical 
sector. The many times that ‘lack of quality’ was mentioned during the fieldwork 
interviews should merely be seen as a sign of uneasiness in the wake of new 
conditions and challenges, than yet as call for a clear and broad policy. Quality 
assurance has yet to become a normal routine in the sector. A strategy for that 
has to be developed but there is certainly some ground to bring together existing 
expertise and experience as a start. 


4.4 Between caretaker and social entrepreneur: a strategy for 
improvement 


‘Quality for Equity’, the title of this report refers to new challenges for the 
voluntary health sector in India vis-a-vis the changing demographic, health 
status, political and socio-economic developments. To work effectively on the 
achievement of core objectives of the voluntary health sector such as equity, new 
strategies must be set up that take a much broader focus than access to services 
and the government as main provider therein. 

What, in the view of the mission, counts now is the outcome of activities in 
terms of health. The voluntary health sector will have to keep up government 
commitment to ensure access to services for poor and marginalized groups, 

both in terms of quality and quantity (equity). This will have to be done in an 
environment where health budgets compete with other posts in an increasingly 
tight budget. In order to prevent the objective of equity from further eroding 
under these changing conditions, the voluntary sector will have to demonstrate 
quality in the services it provides, and use that as a basis for its advocacy 
towards the government and to the private sector. Government efficiency may 
gain from innovative approaches in the field of community health and primary 
health care, while the private sector may be educated as to its social 
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responsibility as well as on its overemphasis on medical technology and lack of 
a preventive orientation. This requires an attitudinal change in the voluntary 
sector, from being merely a caretaker to become a social entrepreneur as well. 
Advocacy on behalf of poorer and marginal groups goes beyond claiming rights 
from the government, but provides and advocates on the basis of innovative 
health action and development of adequate instruments to support that action. 
The voluntary sector will have to compete in a tighter market for professional 
staff, to persuade government and foreign donors on the basis of performance, 
and to commit the people on the basis of quality. This asks for a social 
entrepreneurship that, from a set of social values, acts to needs and demands. 
With flexibility and with the population as a moral and practical stake-holder. 


Some characteristics of social entrepreneurship! 

The core of social entrepreneurship: to take care of social gaps in the 

provision of services such as health, education, culture from motives not 

purely egoistic or commercial. Such motives are for example civic duty (fe. 

volunteers), ideological motives (f.e. churches, unions), non-profit strategic 

motives (f.e. operate clinics for the middle classes to finance immunization 

for the poor). 

Challenges for management of organizations from a vision of social 

entrepreneurship are: 

- what are the priority social problems and needs of targetgroups that we 
stand for? 

- how can we sustain to pursue our objectives as a flexible and 
autonomous organization by opening up new resources? 

- which new forms of marketing of services and client participation are 
possible? 

- how to prioritize between needs under conditions of scarce resources? 


1 See: Cliéntgericht besturen in de gezondheidszorg, S$. de Waal; in: Particulier initiatief in de gezondheidszorg, 
J. van Mierlo (ed.), van Gorcum Assen/Maastricht, 1991. 


The voluntary health sector will have to work towards a mix of advocacy and 
lobbying, exemplary innovative health services and technical support and safety 
nets for marginalized and vulnerable groups. Thus merging a caretaker role with 
social entrepreneurship. The Panchajat Raj gives ground to start new 
partnerships on a practical and local level. Other networks that should not be 
overseen are those with consumer groups and women groups, who often have a 
stake in health and environmental issues. State governments can be facilitators 
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and partners for the voluntary sector as, in some cases, the corporate sector can 
be. To be able to explore these new networks and partnerships the voluntary 
sector will have to improve its professionalism, quality of services, management 
and costing/cost recovery mechanisms as well as give special attention to human 
resource development in the sector. 
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In this chapter recommendations are presented. In the first paragraph key 
recommendations are given that form the framework of policy changes 
necessary to meet the challenges the voluntary health sector stands for. In the 
second paragraph specific recommendations are given for both support and 
implementing organizations to improve their services. Finally recommendations 
are given to the CFOs Bilance and Icco to improve their support to the voluntary 
health sector in India. 


5.1 Key recommendations 


Basic challenges stemming from the findings and analysis as presented in 

chapter 4 are: 

- to keep track of changing health problems and needs of the poor through 
improved planning, monitoring, and maintenance of an information basis. 

- to bring support functions to a level as close to the implementing 
organizations as possible through a process of decentralization; linking up 
with local government de-centralization (Panchajat Raj) where possible. 
Facilitating a learning process through exchange of experiences of 
organizations working in the same area. 

- to work on financial sustainability through income generation, cost recovery, 
public - private mix?! with (local) government, insurance systems. 

- strengthening the customer status of implementing organizations by bringing 
budgets to buy support functions under their authority (for example in a 
voucher system). 

- to focus on further professionalization of training, consultancy, health 
information, monitoring, evaluation and research; with special emphasis on 
quality assurance and follow-up. 

- to improve participation and ‘ownership’, both by communities (ownership of 
community health) and by implementing organizations (ownership of support 
functions they need); 


21. Common activities between government and non-governmental providers. 
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to reshape the relations between the CFOs as donors and the voluntary health 
sector along these lines of decentralization, financial sustainability, quality 
assurance, and improvement of participation and ownership; 

to disseminate experiences in community health to the government and other 
parties involved as models of health service and development. 


5.2 Recommendations to improve the work of implementing 


organizations 


On working conditions 


To secure adequate staffing for NGOs in a more competitive environment, 
influencing initial professional training and set-up of career development are 
important areas for organizations to work on. Educational institutes may be 
used as potential recruiting centers for the voluntary sector. 

Staffing: NGOs should anticipate on the fact that staff usually works with a 
NGO for a rather short period. Structuring career development opportunities, 
professional updates, facilitating a congenial working atmosphere including 
arrangements for recreation in inaccessible areas would help to ensure a more 
permanent staff structure. Support for childrens’ education and other matters 
related to the family should also be considered. 


On the quality of work 
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Implementing organizations should sit together with support organizations to 
share and develop standards of quality for training, research, communication 
material, health information and monitoring. Implementing organizations 
should disseminate field experiences to the curriculum of training institutes. 
District health plans, as a representation of local health and development 
information, may be an instrument to improve quality of services on the basis 
of local needs and conditions. They may also be a support tool in advocacy 
towards the government and the private sector on services, health conditions 
and other issues. Particularly in todays’ scenario, with the government itself 
decentralizing and focusing at the district level. The district plan can also be a 
forum to formulate support needs for implementing organizations. 

External evaluations may contribute to a better need orientation of 
community health programmes and provide tools to improve performance in 
this field in addition to internal evaluations. Evaluations, both external and 
internal, should not only focus on overall strategies and objectives, but also 
dig into performance and relevance of actual services and_ products. 
Evaluations should not be one-time exercises, but play a role in the planning 
and evaluation cycle of organizations, and strengthen mechanisms of 
accountability (both to clients and sponsors) and participation. 


RECOMMENDATIONS 


5.3 Recommendations to improve support organizations 


- Implementing organizations which have as their objective to demonstrate 
better services than government services, and influence these services through 
example and increasing awareness among the population, need proper 
methods for data gathering and monitoring. From the side of support 
organizations this needs design of practical health information systems, 
training and follow up through consulting services. And guidance in the 
process of programme development in the field on a regular basis (technical 
consultancy). 

- Support organizations should specify indicators to measure financial and 

qualitative accountability. They should set up consultancy services for 
implementing organizations towards this end on a level close to the local 
support network of the implementing organization. 
In this process support and implementing organizations should try to find 
consensus on basic quality aspects of community health in different regions, 
including rural and urban areas. This could take the form of developing 
inventories of key issues and core points of attention. These inventories 
should form the basis of support plans to negotiate between implementing and 
support organizations. 

- Fields for technical support are: strategic management, planning, health 
information, quality assurance of both preventive and curative care, 
supervision, participation. The implementing organizations could be offered 
such guidance as a negotiated package. Support organizations should consider 
setting up an integrated technical and professional consultancy unit. On a 
national scale it could link-up with training in programme management in for 
example AGRT, VHAI, CMAI, CHAI; at the state level it could give process- 
oriented guidance (on quality and performance) to implementing 
organizations. Filling the gaps where they may fall in local networks. This 
issue provides good opportunities to prevent duplication and to combine 
specific expertise of the different national organizations. The above- 
mentioned consensus on quality aspects of community health programmes, 
and monitoring and data requirements may prove a good starting point for 
this professional guidance and consultancy. 

- Thorough analysis of the potential of State VHAs as catalysts in NGO 
networking on services (quality assurance, innovation) and advocacy may re- 
direct support strategies from a national level, through state level to district 
level support and implementing networks. Aim of this evaluation should be to 
determine which functions are most in their place on which level, in other 
words to identify support functions that can be de-centralized. 

- External evaluations, as far as seen by the mission, have focused more on 
strategy than on actual performance. Some evaluations were methodologic- 
ally weak, especially since insiders were involved in doing the job. Regular 
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external evaluations should be set up to monitor and evaluate the actual 
package of services as provided to membership and clients. 


5.4 Recommendations on networking between the voluntary health sector, 
the government and the private sector 


- NGOs should function as exemplary models and become more innovative in 
designing health care delivery systems for the poor. These should be 
replicable on a larger scale than so far. Although the flexibility of government 
services is limited due to rigid structures, they can learn lessons from NGO 
experience in convergence of services to raise their quality and effectiveness. 
The strength or power of NGOs lies not so much in quantitative aspects like 
coverage, but rather in their ability to influence the government through 
demonstration of good models. These experiments could contain cost 
recovery through 

- If NGOs are to influence the government more effectively, the following 
measures should be taken: 

- create a ‘thinktank’ with experts from the field; 

- join hands in lobbying towards the government; 

- include new partner organizations, such as womens’ organizations and 
others working on emerging issues (e.g. urban health); 

- make more effective use of the media: 

- confront the government with facts and figures and information collected 
through the member grassrootlevel organizations; 

- gather these functions in a common resource centre on national level for 
nationwide accessibility; 

- decentralize the distribution of information to state level where possible. 


5.5 Observations and recommendations on CFO policies 


With regard to accountability between the CFOs and their Indian partners a 

distinction can be made between the following three layers: 

- financial (one-way traffic, but an easy yardstick); 

- commitment on the basis of shared ideology, social and political awareness 
(difficult to measure but certainly the case between ICCO, Bilance and their 
respective partners CHAI, CMAI, AGRT and some implementing pro- 
grammes); 

- professional standards on quality of work and clarity of concepts. 


These three important forms of accountability need to be integrated into a 
process that is based on equity, mutual understanding, improvement of quality 
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and relevance of outputs for clients and population. The mission gives some 
recommendations on how to improve programme quality and sustainability in 
this process. 


On the improvement of programme quality 


CFOs should utilize resources in India - e.g. a group of knowledgeable people 
in India along with a CFO person to assess, plan, monitor and evaluate the 
activities of partner organizations in a participatory manner. 

CFOs should look in greater detail to levels of expertise in the implementing 
organizations they support, and negotiate and earmark funds in the field of 
necessary training, consultancy, supervision etc. They should not fund 
objectives and operations that need expertise that is not (yet) there, without 
providing channels to training and support. 

ICCO and Bilance each have their own entry channel to specific NGO 
networks of a distinct signature. This is fine and proof for their capacity to 
network from their own background and identity. Many of the strategic and 
methodological problems that are faced by NGOs in health, however, are of a 
non-specific nature that is not related to their identity. There are opportunities 
for more coordination and joint initiatives, especially in the field of support to 
the operationalization of concepts like ‘community health’ and ‘primary 
health care’. This could mean the teaming up of medical and development 
advisors, an coordinated intake of new programmes, and mutual support to 
necessary support capacity. 

Technical support from CFOs to partner organizations must be closely 
connected to their actual and approved work plans. Such visits should 
preferably be done by the medical advisor or country-desk officer, in 
conjunction with an Indian counterpart. In the case of implementing 
organizations this should preferably be someone from a related support 
organization that can adequately take care of the follow-up. These support 
visits require clear terms of reference, made in conjunction with the partner 
organizations. 

In relevant cases, technical experts of the CFOs should combine their field 
visits and, if possible, give these visits the form of workshops and 
presentations rather than short individual visits. This will improve impact and 
may address common interests and problems. 

Pre-screening of applying organizations should be done, and always in 
conjunction with the existing Indian partners to avoid ‘wild cards’ or even 
‘fish slipping through the mazes’. 

Generally speaking, hardly any external evaluations have taken place in the 
organizations visited by the team, in which the CFOs were closely involved in 
formulating the terms of reference. The evaluation reports were found in a 
number of cases to be subjective, methodologically questionable, and weak in 
assessing programme outputs and effects. External evaluations should be 
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genuinely ‘external’, bringing in Indian professional inputs from outside the 
existing network of the organization. Terms of reference should be strongly 
analytical in terms of objectives, strengths, weaknesses, and strategic threats 
and opportunities. A major angle for external evaluations in the next five 
years should be the issue of decentralization of support functions, service 
quality in community health, and client or community ownership of 
programmes. 


On the strategic development of the voluntary sector 
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The agendas of some partner NGOs, especially the big organizations which 
rely heavily on external funds, are to a large extent donor-driven. 

Multilateral agencies, like World-Bank, WHO and UNICEF tend to influence 
the agendas of NGOs more than in the past. CFOs have less influence with 
these large NGOs. Decreasing dependency on CFO-funding is in itself a 
positive development, if it would not be accompanied by the increasing 
dominance of multilateral agencies over the agendas of NGOs. Reflection, 
prioritization, quality assurance, responsiveness to members are issues that 
are usually not addressed in the case of a sudden influx of funds. Can CFO- 
funding and multilateral funding go together? There is a definite need for 
coordination between larger donor consortia (especially among donors of 
CHAI, CMAI and VHAD) and multi-lateral donors. 

Consortia, in which the CFOs take part could take a considerably higher stake 
in facilitating the strategic development of the voluntary sector. This requires 
a partnership that goes beyond short-term financing and is not afraid of well- 
phased, end-marked commitments over longer time-periods. In the case of 
large funding and multiple funding, ICCO and Bilance should initiate the 
formation of a donor consortium. This will be of great importance to the long- 
term planning and funding-security of the organizations concerned. Organiza- 
tions that are eligible for such a consortium at this moment are CINI and 
RVHA. For VHAI there is a need to facilitate decentralization to state VHAs. 
The financial sustainability of most health organizations is weak, in contrast 
to a basic principle of primary health care, which is self-reliance. 

Earning income for the organization, for instance through commercialization 
of services or through ad-hoc consultancy, should not take place at the cost of 
organizational objectives like servicing the poor. Cost reduction and cost 
recovery mechanisms are more sustainable means towards self-reliance. 
There should be clear patterns of development of sustainability included in 3- 
5 years’ financing programmes as they exist. One could differentiate here 
between routine, well-vested activities on one hand, and new experimental 
activities and temporary support mechanisms on the other. 

Similarly, CFO funding should strive for better monitoring, including in the 
sense of scaling and phasing of organizations in their programme 
implementation. 


RECOMMENDATIONS 


- Development of a voucher system by the CFOs would strengthen the position 
of members and potential users of services of support organizations. It would 
bring implementing organizations in control over the conditions to buy 
technical support services. It may also stimulate implementing organizations 
to look for support close to their catchment areas (state, region) and not be 
dependent of national scale support, where this is not absolutely necessary. 
For example in the case of the KHOJ programme. But also state and regional 
NGO networks such as RVHA and CINI could provide support to their 
clientele on the basis of vouchers, thus giving the client implementing 
organizations a greater say in the actual support package. A shift of earmarked 
funds from the support organizations to the implementing organizations is 
recommended through this voucher system. Thus, support organizations may 
be forced to be more responsive to the needs of implementing organizations. 
This means focussing on support functions rather than on_ support 
organizations as a whole. 

- Most voluntary organizations are characterized by charismatic leadership. 

While this has its advantages, if compared to dealings with rigid government 
structures, it also has definite dangers in terms of sustainability and policy 
development in the long run. Charismatic leadership is needed and essential 
for the voluntary sector, but this should not interfere with building up a 
second line of management and a democratic work-culture. 
The emphasis on leadership 1s also reflected in the interaction between CFOs 
and their Indian partners. The project officer of the CFO tends to maintain 
communication with the leader only. A CFO strategy to counter this might be 
a larger role for expertise both from within and outside the CFO (medical 
advisor, technical support, backstopping from Indian sources) that 
communicates with different levels of the partner organization. 


5.6 Follow-up of the review mission 


The objective of a follow up of the review mission should be: to help the co- 
financing organizations, support and implementing organizations in policy and 
decision making as to the most effective ways of partnership in tackling 
problems in health. Thereby utilising opportunities for better health of the 
people, especially the poor and the disadvantaged. This asks for a broad 
orientation on health and development. In that context more operational 
questions can come up. 

A central question therein is how to enable support (network) organizations to 
operationalize community health at the grassroot level. An idea that came up 
during the mission is to create a joint consultancy group consisting of 
community health departments of the large network organizations (i.c. VHAT, 
CMAI, CHAT possibly CINI, AGRT, community health experts from some state 
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VHAs and others). This group might develop as the counterpart capacity group 
to work with medical advisors of ICCO and Bilance in consultancy, workshops 
ete 


As a practical start it is recommended to hold a one-week seminar in India, with 
the objective of making an inventory of the community health concept and its 
operational requirements in the field of quality assurance. The issue should be 
followed up actively over a longer period of time, and increased cooperation 
between support organizations should be facilitated and monitored. The 
workshop could give some examples of quality assurance in community health 
in other countries and perform some case studies of Indian practice. 

Other issues that might be addressed in such as seminar are, among others: 

- How can attempts on the part of NGOs to become more experimental and 
innovative (as recommended by the mission) be complemented by a more 
‘open’ and ‘learning-oriented’ attitude towards experimentation (and risk of 
failure) on the part of CFOs? 

- Are concepts like ‘self-reliance’ still relevant, or even acceptable objectives 
of health programmes, if considered from the point of view of a rapidly 
changing socio-economic situation in countries like India, and from the point 
of view of the issue of state responsibilities and the lobbying function of 
NGOs towards the state with reference to this responsibility? 

- What role can CFOs play in reconsidering the concept of ‘community health’, 
and in linking their analysis of this concept to the day-to-day practices of the 
programmes supported by them? 

- What role can CFOs play in stimulating international comparison of 
community health practices and experiences? 
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TERMS OF REFERENCE BILANCE/ICCO 
PROGRAMME EVALUATION INDIA 1994 
HEALTH CARE IN INDIA 


hi Introduction 


In the paper Procedure Programme Evaluation the programme evaluation (PE) is 

identified as one of the policy and management tools of the Co-Financing 

Programma (CFP). Main objectives of PEs are: 

- to shed light on the implementation of the CFP; 

- to help improve the quality of the assistance provided, both policy-wise and 
implementation-wise; 

- to contribute to a learning process to the parties involved: the Netherlands 
Government, the Co-Financing Agencies (CFAs), the counterpart 
organizations and the target groups. 


The Directorate General for International Cooperation (DGIS) of the 
Netherlands Ministry of Foreign Affairs and the CFAs implement jointly a 
number of PEs every year in each of the three continents. 


One of the themes of the Pes for the period 1993-1995 is basic social services, 
i.e. primary health care and (non) formal education. 


While planning a PE for India, Bilance and ICCO decided to focus on basic 
social services as considerable support is provided to projects and programmes 
in India in this sector. More specially, health care in India was chosen in view of 
the importance of this sector for both organizations. 


2. Background of the study 

a. characteristics of the region 

The macro-economical situation in India has considerably improved since 1991: 
a growth in the GNP of 3.8% in 1993-1994; a modest industrial growth, a 
stabilizing agriculture, a diminishing inflation (almost 15% in 1991-1992 to 7% 
in 1993-1994) and an improving balance of payment. 


Improvement in the economy does not automatically mean that conditions for 
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development for the poor improve as the HDI indices for India illustrate. The 
HDI index shows a drop in the same period: from place 123 in 1991 to 134 in 
1993. HDI index resp. 0.308 and 0.3092. 

The changing economical policies of the government have a direct bearing on 
the availability and the quality of the basic social services. Inflation control by 
means of fiscal measures is given priority by the government above investments 
in the public sectors or expenditures in the social infrastructure. The reduction in 
expenditures on employment schemes and social sectors like education, health 
roads, sanitation and water-supply hit the poorest, and among them again the 
women, hardest. 


In this situation of a government backing out more and more, the responsibility 
of all kind of social services is left increasingly to the private sector (including 
the NGDO sector). And, at the same time, NGDOs are placed in the dilemma 
whether or not to back up the government in the provision of basic social 
services. 


b. policy of Bilance and ICCO regarding health 

Main objective (in the policy papers) of ICCO and Bilance?} is to contribute to 
direct and indirect poverty alleviation. This concept is explained on the one hand 
as to promote self-determination of the poor and marginalized groups both in 
material and immaterial respect..And, on the other hand, to facilitate in the 
creation of necessary conditions ruling this process of entitlement and 
empowerment. 


In the selection of sectors towards which financial support is directed, both 
CFAs mention among others basic social services. In ICCOs’ policy paper 
“Signs of hope” these basic social services are defined as health care, education 
and care for the handicapped. With regard to health care the policy paper states: 
“ .,.. Contributions to health care are meant in the first place to bring the quality 
of health services to a responsible level. Emphasis is put on prevention, the 
availability of essential drugs, AIDS prevention, family planning and mother and 
CiGeeare..:. 


In the ICCO Policy Profile India 1993-1995, health also has been identified as 
one of the important sectors for support. “ ..., priority is given to organizations 
which opt for an integrated approach ... an explicit participation of the target 
communities ...”. Furthermore, “ ... the support of organizations and networks 


22. See: UNDP (1991, pp. 120-121; 1993, pp. 136-137, 159, 165). Average life expectancy in India is 59 years; adult 
literacy is 48%; 75% of the population has access to safe water. 
Note: with regard to all the indicators used by the UNDP women and girls are in an inferior position. 

23. Reference is made to ICCOs’ policy papers: “Justice and Mercy” (1987) and “Signs of Hope” (1994) and to 
Bilances’ “Until we have met. Contours of identity on the threshold of the nineties” (1990) and an unpublished 
position paper (1993). 
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which promote community based health care/basic health services, operate in an 
innovative manner and/or act as political advocacy organizations ...”. Within this 
sector special attention will be given to women and girls both regarding their 
reproductive role and their productive role (part of the labour force). Other foci 
of attention within the health sector is AIDS prevention and integrated 
rehabilitation of the handicapped. 


In its major health policy orientation, Bilance remains committed to Primary 
Health Care (PHC) as it encompasses essential health care at the “first” i.e. 
community level. PHC is identified with a political choice, with an alternative 
approach to health. In line with this, the operationalization of the PHC via Basic 
Health Services (BHS) and Community Based Health Care (CBHC) is 
considered as the manner to improve the health situation of the marginalized. 

In India, the health programmes are to a great extent integrated and part of a 
broader approach, complementary to the existing health services and with 
special emphasis on women and AIDS. 


c. definitions 

The concept of PHC is defined on the International Conference on Primary 
Health Care in Alma Ata (1978) as: ... essential health care, based on ... , socially 
acceptable methods and technology, made universally accessible to individuals 
and families in the community through their full participation and at a cost that 
the community and country can afford to maintain at every stage of their 
development in the spirit of self-reliance and self-determination. ... It 
encompromizes activities like health education, Mother and Child Health 
(MCH) including family planning (FP), promoting of good nutrition, sanitation, 
immunization, prevention and treatment of the most common diseases and 
essential drugs. 


Essential characteristics of PHC are furthermore that it is part of an integrated 
development strategy and directed towards the self-determination of the target 


group. 


Bilance and ICCO policies regarding health and development are orientated 
towards promoting PHC. This concept tallies with the importance both CFAs 
attach to the concepts of self-determination, entitlement and empowerment (of 
the poor and marginalized groups). In their policies regarding “health and 
development” both agencies emphasize prevention, availability of essential 
drugs, MCH, family planning, AIDS prevention and water and sanitation, as 
well as gender. 


The above policy views on health serve as a frame of reference for this PE. 
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d. support to health care in India 

As of today ICCO and Bilance maintain substantial support to the health sector., 
both in number of projects, and in funds allocated: 10-15% of the funds 
allocated to organizations in India are earmarked for projects and programmes in 
the health sector. 


Co-financing in the health sector in India (in Dfl and as % of total allocation): 


MFO 1989 1990 1991 1992 1993 
ICCO 700.337 830.393 246.821 °~ 770388 — 

%o POE. 8.6 Ey 6.1 

Bilance 1.295.405 972.194 659.429 1.207.148 1.894.982 
Yo 11.6 8.2 nO 8.6 12.0 


This table indicates that the annual contribution of ICCO~ and Bilance to 
organizations involved in health care amounts to Dfl. .7 - 1.8 million. 


e. characteristics of support 

The level of support varies from community based organizations, intermediary 
organizations, regional and national coordinating, training and resource 
institutions. Their approaches vary as well. At the local and intermediary level 
some used health care as an entry point to integrated development, others added 
in a later stage health care to integrated community development, while others 
started and continued to focus on health and health related services. At the level 
of regional and national support organizations some are service oriented and 
stress institutional aspects, others are more directed towards capacity building of 
their member-organizations. 


Since the late 1980s one can observe a change in the health policy between ICCO 
and Bilance. ICCO moved from support of implementing health organizations to 
an increased support for intermediary and national support organizations while 
Bilance, besides continuous support for CHAI (a national support organization), 
maintained its support for first line implementing organizations. 


Both approaches are considered valuable. In fact, they supplement each other. 
Implementing agencies have to be well equipped to cope with the challenges in 
the field and hence need the input of support organizations. Intermediary and 
support organizations need the feedback from the implementing organizations 


24. For ICCO the side-note has to be made that apart from health projects, also with community development projects a 
smaller or bigger amount is spent on health. Including this amounts, will enlarge the expenditure on health with 20- 
30%. 
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working at grass-root level to improve their services and to (re)adjust 
themselves to changing situations and needs. At the same time, to be able to 
provide adequate services, they need to have an overview of the changing 
context of the health situation in India. 


3. Objective for the study 


The intensity and ways of interaction between implementing and support 
agencies is not always clear and, at times, it is difficult to gauge the degree of 
the additional value of the work of support organizations from the point of view 
of the implementing organizations. Hereby an assessment will have to be made 
to what extent the programme or activities of the implementing organizations 
adequately relate to the target people i.c. poor and marginalized groups. 
Therefore, the objective of this PE is to provide more clarity on the additional 
value of regional and national support organizations towards the quality of the 
work of implementing organizations. Furthermore, as advocacy an coordination 
work is an important dimension of the programmes of support organizations, the 
relevance of this part of their work will be object of this study as well. 


Evaluandum of the study are the organizations with health or health related 
activities directed to the poor/marginalized groups as their primary concern. 


The cooperation between implementing and support agencies will have to be 
assessed against the background of the (changing) health care policy of the 
Government of India (Gol), the health services provided by the Gol and the 
private sector and the needs and expectations of the poor towards health care 
Services. 


The outcome of this study will enable both implementing organizations, support 
organizations and the CFAs to further specify or to adjust their policies 
regarding health care in India. The outcome may provide an input into decisions 
regarding the policy on cooperation with support organizations. 


4. Key questions 


Key questions of the study, given the health policies of the agencies, are: 

- What is the contribution of support organizations, active in the field of health 
care, towards the strengthening of the work of (member)-organizations 
implementing health programmes directed towards the poor/marginalized 
groups, given the health policies carried out by Gol, government institutions 
and developments in the private sector; 
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- What are, in view of providing optimal services to the poor/marginalized 
groups the expectations of implementing organizations regarding the role of 
the support organizations in improvement of the effects and impact of these 
activities; 

- What are, based on the answers to the above questions, recommendations to 
the support and implementing organizations regarding possibilities improve- 
ment of the quality (i.e. the efficiency and effectivity) or the services offered; 

- What are, based on the answers to the above questions, recommendations for 
the future support of the implementing organizations, the support organiza- 
tions, Bilance and ICCO to the health sector in India. 


The key questions for this study will have to be operationalized into a number of 
research questions. In this process, attention will have to be paid to: 
1. (national/regional) support organizations: 


assistance (type, forms of coordination) to implementing organizations. Is 
attention paid to: AIDS, essential drug policy, FP, MCH. Are they 
innovative in their approaches towards health (care). Is there special 
attention for women in their work. What is the quality/experience of the 
key-staff; 

communication (ways, type of relationship, frequency and level) with local 
level organizations, with special attention to gender; 

activities in the field of advocacy vis-a-vis the Gol (and -if relevant- vis-a- 
vis multilateral donors). 


2. implementing agencies: 


a 


output and effect of activities, with special attention to gender aspects; 
needs of local organizations and target groups 

relationships (structure) with support organizations (donor-specific; 
religion-specific, geographically determined etc.) 

utilization of services delivered by (what kind of) support organizations 
expectations regarding services by support organizations 

context in which the support and implementing agencies function 

health policy of and health services delivered by Gol and accessibility of 
the poor/marginalized groups 

health services delivered by private sector and accessibility of the poor 
needs of the target group re. health services 

cultural and religious background in relation to health services with special 
attention to the position of women. 


Methodology 


The PE will start with desk studies in the Netherlands and in India. Based on the 
outcome of this study the ToR will be adjusted and elaborated and a plan of 
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operation for the field visit will be decided upon. Both of these activities will be 

the responsibility of the team. The desk study will focus on: 

in the Netherlands: 

- description conceptual framework PHC: 

- health policy of Bilance and ICCO in general; 

- support of Bilance and ICCO to health sector in India: 

- selection of implementing and support organizations for field study. 

in India: 

- comprehensive description of health situation in India; overview of 
involvement Gol and private sector in the health sector; 

The teamleader will be responsible for the desk study. An Indian member of the 

team will be requested to prepare the desk study in India. 


The research questions | and 2 will be looked at from a two-pronged approach. 
Le. from the point of view of support organizations at the regional and national 
level and in terms of the implementing organizations at the grass-roots level. 
The questions will be posed within the supposed existing field of tension 
between the needs of the implementing organizations and the policy of the 
Support organizations. 

Two subteams, under the direction of one teamleader, will simultaneously carry 
out both parts of the evaluation. They will be working in close cooperation and 
meet regularly during the field visits. 

At the end of the field study, the preliminary results of the evaluation will be 
presented during a workshop in India. At this workshop both levels of the 
evaluation -the support and the implementing organizations- will be brought 
together to discuss the preliminary results of the evaluation. 


6. Time frame 


March - April preliminary ToR and an identification mission 
presentation of concept ToR to DPO/MP 
end of April/May presentation of definitive ToR 
approval by DPO/MP 
May appointment of teamleader 
composition of subteams 
June-July selection of evaluandum; desk study in 
the Netherlands and in India 
end of August plan of operations to be approved by DPO, 
ICCO and Bilance 
October-November field study (tentative during 4 weeks) 
end of December first concept of the evaluation report 
February 1995 final report and decharge of the team 
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Composition of the team 


In view of the complex methodology used in the study, the team will consist of 
five to seven. members. The team will operate in two subteams concentrating on 
respectively support and implementing organizations. The team will consist of: 


teamleader (with vast experience in evaluations/missions and research; 
background either health or expertise on organizational management) 
representative of DPO/MP, mrs. B. de Langen 

one representative of Bilance/ICCO (medical adviser) 

three local teammembers (at least one with medical background, generalist) 


The following expertise should be present in the team: 


expertise on health care projects/programmes of NGOs 

organizational know-how 

health care policies of Gol 

knowledge on network- and support organizations 

knowledge of the Indian society, especially in socio-cultural aspects like caste 
gender 

affinity with the church network (in India). 


ICCO/Bilance, Zeist, 25 mei 1994. 
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BILANCE ICCO DRAFT PLAN OF OPERATIONS 
PROGRAMME EVALUATION 60 BASIC HEALTH 
SERVICES INDIA 


1. General objective of the field work 


The fieldresearch (November 5/December 2 1994) will have the character of a 
rapid appraisal of the operational and strategic environment of Bilance/ICCO 
partners in basic heaith services in India. In this aspect the programme 
evaluation is a strategic review of NGO policies in India that aims at improving 
the efficacy and relevance of programme outputs (operational and support 
functions) and policy networks between implementing and support organizations 
as well as between these Indian partners and Bilance/ICCO. 


The research will focus on the relation between support functions 
(organizations) and implementing functions (organizations) and the relevance of 
these services for target/client groups. Thereby special attention will be given to 
the contribution of support programmes to the quality of implementing 
programmes, and the role and impact of support organizations in advocacy and 
coordination on behalf of implementing organizations (see ToR). 


2. Approach/methodology of the fieldwork 


The mission will work in two subteams, one focussing on implementing 
organizations and one focussing at support organizations, that will work closely 
together. The ‘implementing team’ will visit BWRS (Calcutta), Village Health 
Workers Scheme, Berhampur Diocese, CCOOR (Vengal) and St. Thomas 
Mission society (Mandya). 

The ‘support organizations team’ will visit VHAI (Delhi), Rajasthan VHA 
(Jaipur), CINI (Calcutta) and AGRT (Aurangabad). The teamleader will switch 
from one team to the other half way the fieldwork. The subteams have a 
common briefing and policy orientation period in Delhi (Netherlands embassy, 
PRIA, CMAJ) and Hyderabad (CHAI). 

CMAIT and CHAI are visited for a ‘policy interview’ and will not be described in 
their operational activities. Common report writing will be done in Vellore 
followed by a de-briefing seminar in Bangalore involving representatives of all 
involved organizations. 
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For travel scheme and composition of the subteams see Annex III to this paper. 


The approach of the mission during its 3 to 4 days visits to implementing and 

Support organizations will be as follows: 

a.a concise functional description of activities will be made of each 
organization; 

b. on the basis of the information thus gathered, a strategic analysis will be 
made and discussed with each organization in the format of a SWOT analysis; 

c. both with the individual organization, and at the end of the mission in the de- 
briefing seminar, a thematic discussion will be held on points especially 
relevant for the relation between implementing and support organizations and 
Bilance/ICCO policy. 


ad. a. Functional description of activities 

The concise functional description of the activities (functions offered) will be in 
the form of an update through adjustments, supplements and extensions of the 
Organization Profiles given in the Deskstudy (Chapters 5 and 6). In the 
descriptions reference will be made to the main functions of primary health 
care*> and the most important and relevant policy developments in primary 
health care. These developments are: district health care, urban health care, 
gender aspects of health care, inter sectorial cooperation including the role of 
NGOs versus government and commercial provision of health services and 
future allocation of health resources. The latter point refers to questions of health 
financing (sustainability), equity and public/private responsibilities. 


For implementing organizations coverage and quality of the services provided 
will be a central point of discussion as well as the relation between services and 
health needs and demands in the catchment area/target groups of the 
organization. 


Support organizations will be described in their functions of research, innovative 
experiments, permanent education, documentation, quality assurance and 
communication methodology with reference to the operational functions of 
primary health care. Moreover, attention will be given to logistical and 
procurement assistance on drugs and materials, advocacy on public health issues 
(e.g. drugs, environmental hazards, effects of commercialization) as well as 


25. Functions of PHC are (see deskstudy page 6): 
* education concerning prevailing health problems and the methods of preventing and controlling them 
* promotion of food supply and proper nutrition 
* adequate supply of safe water and basic sanitation 
* maternal and child health care, including family planning 
* jmmunization against the major infectious diseases 
* prevention and control of locally endemic diseases 
* appropriate treatment of common diseases and injuries 
* provision of essential drugs 
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advocacy and lobby network on the legal and practical status of non 
governmental organizations in the Indian health system. Especially vis-a-vis 
government and commercial services (See deskstudy paragraph 1.4, pages 12- 
16). 


ad. b. Strategic analysis 

The practical activities of the Bilance/ICCO partner organizations, once 

explored, will be discussed in the format of a SWOT (Strengths, Weaknesses, 

Opportunities, Threats) analysis with emphasis on four fields 

- participation/the ways and means the target group (clients of an 
implementing organization) or client system (clients of support organization) 
are involved in formulation and implementation of the services. What are 
participatory structures, how are need and demand monitored and what is the 
Status of the user of the services (member, customer, co-manager etc). This 
point relates very much to the nature of the NGO involved. Is it pre- 
dominantly a ‘welfare’, ‘development’ or ‘empowerment’ type of organiza- 
tion (See: deskstudy p.24 reference to Shah 1991). 

- accountability/what are the mechanisms of responsibility for planning and 
implementation of activities. This relates, as under participation, to the 
position of the beneficiary of services vis-a-vis the operator. What is the 
mandate of the implementing organization in relation to its targetgroup. How 
and by whom is this mandate formulated, monitored and adjusted? What 
mechanisms, in the case of the relation between support and implementing 
organizations, do account for quality, relevance and efficiency of services 
from support organizations to implementing organizations. How is. this 
monitored and adjusted? 

What is the “common ground’ between the CFOs Bilance and ICCO and their 
Indian partners, what are the main policy lines, where do we find 
concurrence, and where do we find contrast. 

- sustainability/this refers to continuity and evolution of the qualitative process 
as well as the financial backbone of activities. Where do often local and small 
scale activities fit in the financial and policy sustainability of the health 
system as a whole. This asks for an exploration of roles and opportunities. Is 
the, implementing or supporting non-profit NGO, supposed to take an 
entrepreneurial stance? Or should they take over government duties at a low 
cost as a second tier health system? What would these strategies mean for 
cost recovery mechanisms (population/clients) and membership participation? 

- feedback/an important feature of both implementing and support in health 
services is an adequate knowledge of the health profile of the target 
population. This is a basic condition for a need oriented and quality assured 
planning and implementation. Several of the ICCO/Bilance partners have 
gone through (self) evaluations aiming at mapping out health conditions and 
subsequent support needs in their catchment areas/client organizations. 
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Special attention will be given to systems of planning, performance 
monitoring and quality assurance aiming at bringing need and supply in line. 


ad. c. Discussion on the relation implementing < => support organization 
The SWOT analysis will make it possible to discuss the relation between 
support and implementing organizations. Some discussion points have been 
formulated to enrich this exchange that will take place both during the visit to 
the organization and during the de-briefing seminar for which all organizations 
have been invited. Where possible several scenarios will be explored for the 
relation between implementing and support organizations in the context of 
Indian health policy developments. In these scenarios the role of the CFOs 
ICCO/Bilance as a partner in this network will be included. 


4. Mission activities with implementing organizations 
Description/Guidelines for the description of activities are as follows: 


Organization and management 

¢ What is the organization structure of the project e.g. the health activities? Is 
there a separate organization for the basic health activities, or are health 
activities part of a larger organization? What is the legal status of the 
organization? What is the policy making body? 

¢ How is the relation with clients of services (communities, organizations, 
individuals) organized? Is there a membership relation with communities 
and/or individuals? 

e What structures are there in place to secure human resource development 
(training, career development), management development, to support 
innovative developments etc. 

e What is the gender strategy in organization and management? 


Planning and implementing activities 

° activities/what are the main functions of the programme, what specific 
activities can be distinguished? How do these activities relate to established 
health needs in the catchment area/target group? Can elements of a 
selective/comprehensive approach be determined? Is there evidence of inter 
sectorial cooperation, in which fields and with which objectives (assumed 
added value)? 

¢ planning cycle/how are prioritization procedures executed? Is this based on 
specific assumptions on the target group and their health conditions? What is 
the socio-economic and health profile of the target group/catchment area? 
How is the participation of clients and or client organizations in the 
prioritization process arranged for? Are there elements of gender strategy, 


102 


ANNEX II 


community empowerment etc in the prioritization and implementing process? 
How are these arranged for? 


Policies and instruments 


What relations do exist with support functions such as training, management 
and human resource development, research, advocacy, technical expertise? 
How are these procured, monitored, valued and adjusted? Is there a clear 
participatory/co-managing relationship with providers of these functions? 
What quality assurance mechanisms are in place, how are they related to 
planning, prioritization and participation processes? Is quality assurance 
backed up by health management information systems and training schemes? 
financial sustainability of operation/what are the dependencies of clients, 
government, donors etc. What is the policy line towards sustainability? 
position of women/how are gender strategies incorporated in the everyday 
management development and in the planning cycle? 

relation to local and national government, commercial and other non-profit 
providers. How does the organization see its contribution in the health field in 
relation to these other inputs? What role sees the organization for CFO policy 
towards them in this aspect? 


Strategic Analysis/On the basis of the information gathered a SWOT analysis 
will be discussed on the following four points: 


accountability/quality, relevance and efficiency of programme outputs and 
impact. How does the organization work with cultural and political aspects in 
reaching communities. What is the church role in this if any? 
participation/client relations; including assumptions on target group, at risk 
groups, participation, community involvement 


¢ feedback/technical capacity and development; such as management develop- 


ment, career development, training, health information, quality assurance 
mechanisms; relation to support functions 

sustainability/relation to government and other providers and policy bodies; 
the future role of implementing non-profit NGOs in a rapidly changing health 
system, relation to donors including Bilance/ICCO. Role of direct donor 
Support in the sustainability of the programme; how is the network 
donor/partner organization functioning? Is there a need for intermediaries 
here? 


Central policy question/What are the fields of innovation most relevant for the 
further development of implementing organizations vis-a-vis their upcoming 
needs (new health problems, inequity and disparity, urban health priorities) and 
the challenges of recent developments in health and health policy (relation to 
government and other providers) in India? 
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Are these needs in the field of quality assurance including medical audit, 
mechanisms for health financing, human resource development including 
training and career development, development of participatory structures (cost 
recovery, co-management, self-organization, empowerment), health information, 
communication methodology? 

Does this ask for new relationships between support and implementing 
organizations? How can an inter-active policy network between the CFOs and 
the partner organizations in India enable these developments? 


5. Mission activities with support organizations 
Description/Guidelines for the description of activities are as follows: 


Organization and management 

¢ What is the organization structure of the organization? What is the legal status 
of the organization? What is the policy making body? 

¢ How are relations with the client organizations structured? Is there a 
membership structure or any other form of representation? 

e What structures are in place to secure continuous education of expertise 
(human resource development), management development and_ timely 
identification of (need for) innovation? 

¢ What is the gender strategy in organization and management? 


Planning and implementing activities 

° activities/what are the main functions of the support programme, in what 
specific activities do they break down? How do these activities relate to needs 
in the implementing organizations? 

¢ planning cycle/how are activities planned and prioritized? What is the 
mechanism whereby the support programme reflects priorities of the client 
organizations? Are there monitoring instruments to keep up with the changes 
in the environment of the client organizations? 

¢ priorities/does the support organization have an agenda of itself in the field of 
gender strategies, community involvement, how to reach specific target 
groups (e.g. at risk groups), does the organization have a_ specific 
religious/ideological profile, how does this reflect in the programmes offered? 


Policies and instruments 

e How does the organization position itself in the field of support organizations, 
what networks do exist? In which field does the organization cooperate with 
government bodies? Does it feel it does so as supplementary body of 
expertise, or does it feel it is taking over government duties. 

¢ What quality assurance mechanisms are in place, how are they related to 
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planning, implementation and communication with the client organizations? 
* what is the strategy towards the financial sustainability of the operation/how 
is the dependency of clients, government, donors et 


Strategic analysis/On the basis of the information gathered a SWOT analysis 
will be discussed on the following four points: 
* accountability/outputs and impact of the support programme on_ the 
implementing organizations; how to monitor, evaluate and adjust these? 
* participation/what is a desirable functional relation with the client organiza- 
tions; e.g. customer, big brother, co-owner etc. 
¢ feedback/technical capacity and development potential; 
internal such as management development, career development, training, 
management information systems, quality assurance mechanisms; 
external; what programmes (research, training, quality assurance, advocacy 
etc) need to be innovated/developed over the next years in answer to 
expressed need by the client organizations 
¢ sustainability/relation to government and other providers and policy bodies; 
the role of support organizations between government, non profit NGOs and 
an upcoming commercial sector. Relation to donors including Bilance/ICCO. 


Central policy questions/What are the fields of innovation most relevant for the 
further development of support organizations vis-a-vis the upcoming needs of 
implementing organizations and the challenges of recent developments in health 
and health policy in India? Is this in the field of quality assurance including 
medical audit, mechanisms for health financing, human resource development 
including training and career development, development of participatory 
structures (cost recovery, co-management, self-organization, empowerment), 
health information, communication methodology? Does this ask for new 
relationships between support and implementing organizations? 

The role and position of national/regional support NGOs in the health system is 
marked by de-centralization, commercialization and new roles for national and 
federal state government. Can support NGOs play the role of powerful agents of 
innovation, or are they doomed to keep a two tiered health system floating, 
where they will cater for the poor? This is the gloomy scenario. 

Is there an Indian variety of civic society in health and welfare that brings 
chances for NGOs to play a role in implementation and support of health 
services, while at the same time playing a role in re-defining the position of the 
government? What are conditions here to work towards a rosier scenario? 


What should therein be the future role of regional/national support NGOs in 
relation to donor inputs like from CFOs Bilance/ICCO? Is there an intermediary 
role to play vis-a-vis implementing organizations, should the focus be more on 
technical and methodological innovation, and/or is the advocacy role towards 
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government and other public bodies essential so as to secure breathing space for 
NGOs (both implementing and support)? What is an appropriate strategic 
alliance here between NGOs and the CFOs? 


Amsterdam, October 31 1994 
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TRAVELSCHEME PROGRAMME EVALUATION INDIA 
SUNDAY NOVEMBER 6, 1994 - FRIDAY DECEMBER 2, 


1994 


Basic Health Services ICCO/Bilance E. Heydelberg/PHC 


day/date Group 1 ‘Implementing team’ Group 2 ‘Support team’ 
Day 1: sun 06 nov Delhi plenary team meeting | Delhi plenary team meeting 
Day 2: mon 07 nov Delhi plenary briefing embassy, 

PRIA, resource persons idem 
Day 3: tue 08 nov Delhi policy orientation CMAI Delhi policy orientation CMAI 
Day 4: wed 09 nov CMAI CMAI J 
Day 5: thu 10 nov Transfer to Calcutta (BWRS) VHAI 
Day 6: fri 11 nov BWRS VHAI 
Day 7: sat 12 nov BWRS Transfer to Jaipur RVHA 
Day 8: sun 13 nov BWRSRVHA (evening: travel to Delhi) 
Day 9: mon 14 nov exchange with ‘support team’ Transfer to Calcutta exchange with 


‘implementation team’ 


Day 10: tue 15 nov fa 


Travel to Orissa 


CINI (Calcutta) 


Day 11: wed 16 nov 


4 Day 12: thu 17 nov 
| Day 13: fri 18 nov 


Day 15: sun 20 nov 


Day 14: sat 19 nov 
Je) 


Day 16: mon 21 nov 


Day 17: tue 22 nov 
Day 18: wed 23 nov 


pay 1k eae Vena CO 


Day 19: thu 24 nov 


Day 20: fri 25 nov 


Day 21: sat 26 nov 
Day 22: sun 27 nov 


Day 23: mon 28 nov | 


Mandya/Travel to Vellore 


Draft report writing 


Draft report writing 


Day 24: tue 29 nov 


Draft report writin 


Draft report writing 


fl 


Draft report writing, 


Berhampur E CINI 
Berhampur CINI 
Berhampur Travel to Hyderabad 
(Secunderabad) CHAI 
Travel to Hyderabad 
(Secunderabad) CHAI CHAI 
CHAI CHAI 
(evening: travel to Aurangabad) 
Travel to Madras (CCOORR) AGRT 
Vengal (CCOORR) AGRT 
AGRT 
Travel to Mandya AGRT 
Mandya AGRT 
Mandya Travel to Vellore 


travel to Bangalore 


travel to Bangalore 


Day 25: wed 30 nov 


: 
4 


Debriefing seminar in Bangalore 


Day 26: thu 01 dec 


Debriefing seminar Bangalore 


polite | 


Travel to Delhi, debriefing 


Travel to Delhi, debriefing 


Day 27: fri 02 dec Flight from Delhi (Dutch members) 


Flight from Delhi (Dutch members) * 
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N.B. 

The team will work in two subteams. Subteam | will focus on basic health 
services implementation, subteam 2 will focus on support organizations such as 
in the field of training, research etc. Both teams will however participate in a 
number of discussions and exchanges with national institutes such as CHAI, 
CMAI and VHAI. This is in order to enable both teams to link up with national 
health policies, position of NGOs, policy perspectives for Bilance/ICCO. 
Moreover the line between implementing and support organizations is not 
always rigid, in some of the evaluandum both the functions of 
support/implementation are represented. To secure coherence in the work of the 
team as a whole, the teamleader will work with both subteams. 


The composition of both subteams is as follows: 

- ‘Team | implementation: Krishna Banerjee, Antya Madiath, Christina de Vries. 

- Team 2 support organizations: Sara Bhattacharji, C.M. Francis, Bertien de 
Langen. 


Erik Heydelberg (teamleader) will be a member of team 2 from day 5-14, a 
member of team | day 16-22. All other days the team will work as a group. 
However, we welcome parallel programmes for the team on day 2, 3, 4 and 15 
(orientation and discussions with CMAI, CHAI etc.) to work more effective and 
prevent the team from being to big to work with. 
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ANNEX IV 
HEALTH AND DEVELOPMENT IN INDIA26 


IV.1 Background on India 


India is characterized by an enormous socio-cultural, ethnic, linguistic, religious 
and ecological diversity, which makes generalizing about the country difficult, if 
not impossible. The large majority of the population are Hindus (83%, most of 
which live in the Gangetic plain and central states). Other important religious 
groups are Muslims (11%), Christians (3%), Sikhs (2%), Buddhists (1%) and 
other minorities (Parsees, Jains, and others). The Christian minority is for the 
greater part concentrated in the southern states of Andhra Pradesh, Goa, 
Karnataka, Kerala and Tamil Nadu, and in some northeastern states (Nagaland, 
Meghalaya). 

The majority of Indias’ population (75%) lives in rural areas. Most of them are 
small farmers, landless, and agricultural laborers. It is estimated that between 
37% and 46% of the rural population has no access to land, and fully depends on 
(irregular) wage labour for its daily subsistence. Their weak socio-economic 
position makes the poor sections of Indias’ rural populations very vulnerable to 
unfavorable external economic influences like price increases. Such economic 
developments and other calamities (e.g. disease) may easily set off a process of 
growing indebtedness to moneylenders and loss of means of production (land), 
often leading to ‘bonded’ forms of labour. 


In 1991, 217 million people (25%) lived in Indias’ cities. Urban population 
increases at a considerably higher rate (3,9% per year) than rural population 
(1,8% per year). Decadal growth of Indias’ urban population in the period 1981- 
1991 was 36,19% (VHAI, 1991). India now has more than twenty cities with a 
population over one million. Urban population growth is increasingly becoming 
an autonomous process, no longer caused primarily by rural-urban migration 
patterns. The largest cities of India and their (1991) populations are: Bombay 
(12,6 million), Calcutta (10,9 million), Delhi (8,4 million), Madras (5,4 million), 
Hyderabad (4,3 million), and Bangalore (4,1 million). 


26. For extensive references and bibliography we refer to the deskstudy ‘Programme evaluation basic health services 
India’, Dik Roth et al., Public Health Consultants Amsterdam, October 1994. 
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In 1947 India gained its independence from Britain. In 1950 it became a federal 
republic based on secularism and parliamentary democracy. It nowadays 
comprises 25 federal states and 7 so-called ‘Union Territories’. Federal states are 
administratively divided into the district, block (taluk), and village levels. 
Through a recent (1993) amendment in the constitution, devolving greater 
power and responsibility to the local level of administration, the Government of 
India seeks to revive the Panchajat Raj system of decentralized government. 


The Indian constitution (1950) formally abolished the caste system. Since then 
major caste distinctions have lost part of their significance. However, especially 
in rural areas hierarchical social divisions of jati, endogamous kin groups based 
on (sub)caste divisions, remain a major determinant of Indian social life. Other 
determinants of (urban and rural) social life that even seem to have gained in 
importance during the last few years are religious and communal affiliations. In 
the practice of development interventions such ‘traditional’ loyalties, 
hierarchical patron-client relationships and forms of socio-economic 
dependency (bonded labour) may be stronger than the unity and solidarity of 
‘community’ or ‘class’. An important aspect of Indian political life is the 
politicization of these bonds of identification, loyalty, and dependence down to 
village level under the influence of universal suffrage. 


India is known as ‘the largest democracy in the world’, and rightly so. The 
country has a strong tradition. of parliamentary democracy and elected 
governments at the state and national levels, which is virtually non-existent in 
other Asian countries. It has a multi-party system, and general elections with 
voting rights for men and women. Moreover, Indias’ parliamentary democracy is 
built upon a society that in its long history has become used to incorporating and 
tolerating within its boundaries a great variety of socio-cultural and religious 
elements. A major threat to democracy was the 1975-1977 period of 
unconstitutional rule by former prime minister mrs. Indira Gandhi. 


Since 1991, the Congress Party has (after a period of unstable coalition 
governments without absolute majority) become the largest party. However, it 
did not gain a majority in parliament. Its position has further weakened as a 
result of the November 1994 elections in a number of important states. 


Political threats to Indias’ national unity gained momentum in the eighties. 
Communalism, separatist movements and other resistance movements (Kashmir, 
Punjab, Assam) have become severe threats to the long-term national unity and 
stability of India. In recent years religious cleavages have posed a new threat to 
the Indian state. The growth of radical Hindu fundamentalist and nationalist 
movements and political parties (in particular BJP), the Ayodhya affair and 
many other conflicts and incidents have seriously strained relations between 
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(fundamentalist) Hindus on one hand, and Muslims and other religious 
minorities on the other. The political tensions mentioned above have also 
negatively affected the human rights situation in India. 


In the eighties, India has experienced a period of rather strong economic growth, 
as shown by aggregate macroeconomic indicators such as GNP and industrial 
production. Average growth of the GNP in the period 1980-1990 was 5,3% . At 
the same time, from GNP per capita (US$ 330 in 1990; World Development 
Report 1993) it will be clear that India still belongs to the group of low income 
countries. There is increasing evidence that economic growth of the last decades 
has mainly benefited the middle and higher classes, but at the same time 
contributed to the further deepening of the gap between the rich and the poor. 


Economically, India is a Janus-faced country. On the one hand it has become an 
important industrial and technological power, catering to the majority of its own 
needs of consumer and capital goods. India now has a middle class population of 
more than 150 million. On the other hand India is still among the countries with 
the largest number of poor and illiterate inhabitants in the world, who have no 
access to basic social services. 


From the seventies, and especially in the eighties, India has implemented a great 
diversity of programmes for poverty alleviation (PAPs), like rural (self) 
employment schemes, income generating programmes, wage employment 
programmes, backward area programmes, training programmes and integrated 
rural development programmes (Shah, 1991). But, generally speaking, in its 
industrial and agricultural policies, India has been betting on the strong, and 
direct alleviation of poverty has never had a clear priority. According to the 1989 
World Bank report, 40% (some 350 million people) of the population is 
estimated to live under the poverty line, set for the period 1985-1990 at about 
US$ 460. While during the last three decades the percentage of people living 
below the poverty line has declined, absolute numbers have increased. 


Poverty is regionally concentrated in Central and East India, where more than 
400 million people live. In particular the states of Uttar Pradesh, Madhya 
Pradesh, Orissa, West-Bengal and Bihar show a gloomy picture: a stagnated 
agricultural sector, low incomes, unemployment, malnutrition and poverty 
diseases, a lack of adequate facilities for basic health care and education in a 
context of high population growth and a lack of resources for development. The 
position of marginalized groups (esp. scheduled castes and tribes; see below) is 
even worse. Poor and marginalized groups have to do without basic social 
services, amenities, and social rights. Thus, these groups lack access to basic 
health care, education, housing, safe water and _ sanitary facilities. 
Unemployment or unfavorable and unhealthy working conditions further 
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complicate their position. Forms of bonded labour exist in a number of states; 
child labour is a widespread phenomenon. 


After independence, central state planning through five-year plans has for some 
decades played an important role in the Indian economy. However, under the 
Rao government, a radical programme of structural adjustment and economic 
stabilization was introduced in 1991. Indias’ economic reforms were supported 
by the World Bank, IMF and bilateral donor countries. As a result of the 
introduction of this ‘New Economic Policy’ (main features of which are 
deregulation, stimulation of foreign investment, privatization, reduction or 
abolition of subsidies like those on fertilizer), international confidence in the 
Indian economy was restored after its severe recession at the end of the eighties. 


As in most developing countries, the programme for structural adjustment has 
set off discussions about its consequences for the poor and marginalized sections 
of society. Especially during the last few years there is a clear trend towards 
widening of the gap between the rich and the poor. Poor and marginalized 
groups are to an increasing extent excluded from the general process of 
development: rural small farmers and the landless, small fishermen, urban poor 
and slum dwellers, the population of regional pockets of poverty, especially in 
areas with a majority population of scheduled castes and tribal groups, and 
women. 


The issue of structural adjustment and its inevitable negative effects on state 
investments in social programmes (e.g. welfare and health) is a major 
determinant of the strategies and responses in health care evolving in the 
nineties. 


IV.2 Basic health data and status indicators 


A concise selection of health data and indicators gives a general picture of the 
current health situation that the voluntary sector acts upon. These are given in 
IV.2.1. Specific disease patterns, health problems and vulnerable groups that are 
commonly targeted by the voluntary health sector in their primary health care 
activities are described in IV.2.2. 


[V.2.1 Some basic data and status indicators 

The total population of India in the 1991 census was 846,3 million, 74,3% of 
which is based in rural areas, and 25,7% in urban areas. This makes India the 
second largest country in the world, with an average annual exponential growth 


rate of 2,14% in the 1981-1991 decade. The latest data from the Sample 
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Registration Scheme (SRS) show a natural increase rate of 1,90% in 1992. 


In the 1992 SRS the crude birth rate (CBR) was 29 and the crude death rate 
(CDR) was 10. The decrease in CDR over the decades has been significant (in 
1951 it was 27,4). The CBR has also fallen significantly (in 1951 it was 39,9) 
but not fast enough to offset the CDR and hence there has been a larger overall 
growth. India is currently in the third stage of demographic transition. 


The sex ratio has been a matter of concern. This indicator of womens’ health 
status has shown a worsening over the decades. In 1981 it was 934, while in 
1991 it was 929 (females per 1.000 males). Males form 51,7%, and females 48% 
of the population. 

The percentage of the population belonging to scheduled castes and tribes 
(marginalized and underdeveloped sections of society) is around 24,6% . 


The density of population (persons per km2) was 216 in 1981 and is now 267 in 
1991. It varies from 200 in the rural areas to 4.092 in the urban areas. Urban 
migration from disadvantaged rural areas and inter-rural migration from 
disadvantaged to advantaged areas is high. It is estimated that, at the present 
urban growth rates, 40 percent of the population will live in urban areas by the 
year 2000, putting a great stress on urban health and welfare services. 


The population distribution by age, with nearly 40% under 14 years, is a typical 
population pyramid characteristic of developing countries. The proportion of the 
elderly population was 6,2% in 1981; in 1991 it was 6,6% . Although the family 
structure is still strong there are indications that care of the aged is an emerging 
problem. The socio-cultural tradition has stressed universality of marriage and 
early marriage for women, but the age at marriage has shown an increase over 
the years - and the increasing opportunities for education and economic 
opportunity have contributed to this trend. 


Life expectancy has shown improvement over the decades. For males from 41,9 
years in 1951-1960 it has reached 58,1 in 1986-1991 while for females the rise 
has been from 40,6 to 59,1 in the same period. Here again the trends show a 
regional diversity. For the period 1976-1980 Kerala showed a combined average 
of males and females at 65,5, while Uttar Pradesh was down to 46,2 years. 


The literacy rate for those over 7 years of age in the country has shown an 
increase from 43,7% in 1981 to 52,2 in 1991 (as a percentage of total 
population). Male literacy has risen from 56,6 to 64,2 but female literacy is still 
rather low, the change being only from 29,8 to 39,2. Rural-urban literacy 
differentials are quite wide. In the 1991 census for urban it was 73% , while for 
rural it was 44,5%. The male-female differential is even greater. In urban areas it 
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was 81,1% for males and 63,9% for females. In rural areas it was 57,8% for 
males and 30,4% for females. The government has now initiated a literacy 
programme aiming to tackle this major obstacle as a high priority matter. 


According to projections of expert committees, the population of India is 
expected to cross the one billion mark by the year 2000. The implications of this 
trend on education, employment and health services and opportunities are major 
and will remain the key challenge for the decade. , 


A major determinant of the health status of the population is access to safe water 
and sanitation. The 1981 census showed the following state of water supply and 
sanitation in the country: 


Population Rural Urban Combined 
With water supply (%) 30,9 Cas 41,3 
With sanitary facilities (%) (35h 26,9 6,4 


While the rural areas are still very bad off, the urban areas do not reflect 
properly the inadequacy of water supplies and sanitation facilities for the urban 
poor who live in slums and shanty towns. Due to their low paying capacity and 
to the problems regarding legality of settlement patterns a large percentage of 
them are in fact deprived of basic amenities. 


IV.2.2 Health status and health problems 


A. Some general data 

In the previous section the changes in CBR, CDR and life expectancy gave an 
initial overview of the health status of the Indian population. In this section a 
number of other indicators of the health status and health problems of the 
population are presented. 


The Infant Mortality Rates went down from 129 in 1971 to 80 in 1991. While 
urban IMR has decreased from 82 to 53, rural IMR has come down from 138 to 
87 (which is still fairly high). However, the regional differences are very large, 
with states like Kerala having a rural IMR of 32 and states like Uttar Pradesh 
having a rural IMR of 152. 


The under-five child mortality has shown a gradual decline from 21,2 (per 1.000 
children) in 1984 to 13,3 in 1988 and the goal for the year 2000 is to bring it 
down to 6,3. Preventable deaths are being tackled by a massive programme of 
universal immunization, control of diarrhoeal diseases and ARIs, and various 
types of nutritional supplementation. However, much remains to be done. 
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In 1985 (Register General Newsletter - July 1987) the ten key diseases as main 
causes of death were asthma and bronchitis (8,7%), TB (5.8%), pneumonia 
(5,7%), heart attacks (5,2%), anaemia (3.5%), cancer (3.0%), gastroenteritis 
(2.5%), typhoid (1.9%), malaria (1.9%) and dysentery (1.6%). This shows that 
along with the diseases of underdevelopment due to poor nutrition, inadequate 
water supply and sanitation, the diseases of development (cancer, heart disease) 
are also beginning to become significant, putting a double burden on the 
evolving health services. 


In 1981-1985 (Register General Newsletter in 1987) the major causes of death in 
rural areas were senility (22,4%), respiratory diseases (20,3%) including TB, 
infancy-related causes (11,2%), fevers (9,5%), diseases of circulatory system 
(9.3%), digestive disorders (7,5%), accidents and injuries (5,8%) and others 
(14%). Due to inadequacy of reporting and high level of illiteracy, data on 
causes of death are not very reliable but some indications are available of the 
types of problems from these statistics. 


The maternal mortality rate is 500 per 100.000 births. This is still very high. 
Such statistics become the more significant if it is understood that more maternal 
deaths occur in India in one week than in all of Europe in one year. The main 
causes in 1986 (Register General Survey, 1987) were bleeding of pregnancy and 
puerperium (21,6%), anaemia (17%), puerperium sepsis (13,1%), toxaemic 
(11.9%), abortion (8%), malposition of the child (6,2%) and others not 
classifiable (22,2%). These indicate the continuing challenge of providing 
trained birth attendants for delivery, nutritional supplementation and basic ante- 
natal care which is already the focus of a major national programme. However, 
the relative overemphasis on family planning aspects rather than maternal and 
child health is a cause of continuing concern. 


Malnutrition continues to be an important public health problem. Data from the 
National Nutritional Monitoring Bureau have continued to show the extent of 
the problem, though there are changes in qualitative trends. Prevalence of severe 
malnutrition among slum dwellers and rural children is a major problem. The 
larger problem of mild to moderate malnutrition affecting nearly 40% of the 
population has also to be kept in mind. Studies by the Indian Council of Medical 
Research (1986) show that 7% of preschool children suffer severe malnutrition, 
47% moderate, 47% mild, and only 7% are normal. A study by National Institute 
of Nutrition (1980) shows that 65% of adult women, 75% of pregnant women, 
77% of preschool children and nearly 45% of adult men in rural communities 
have iron deficiency anaemia, one of the most extensive nutritional deficiency 
disorders in the country. 

Vitamin A deficiency is very high among preschoolers, especially in rural areas 
and among slum dwellers. In recent surveys, more than 54,3 million people are 
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estimated to be affected by iodine deficiency disorders, including goitre. While 
food production has gone up and we are now self-sufficient, maldistribution of 
the food produced continues to be a major problem. Micro-studies have shown 
that diets of female children and women are still inadequate due to 
discrimination in Indian household food allocation. Nutritional problems thus 
remain a major health challenge linked closely to factors in the socio-economic 
and cultural milieu of the country. 


B. Communicable diseases 

Various communicable diseases continue to contribute to the mortality and 

morbidity patterns of the Indian population. These include the following: 

- Malaria has shown a drastic decline since the 1970s as a result of a national 
control programme. In 1971, there were 1.322.000 cases of malaria, rising to 
6.467.000 in 1975-1976. It has presently declined to 1.744.000 cases in 1985, 
causing much continuing concern. There are around 2 million cases per year 
since 1985. 

- Tuberculosis continues to be a major problem. It is estimated that 1,5 % of the 
population is infected (12.7 millions infected and diseased). In 1992-1993 
1.539 million cases were detected. 

- Leprosy: it 1s estimated that there are 1-3 million cases of leprosy with a 
prevalence rate of over 5/1.000 in around 201 districts. The states which have 
the largest reported numbers are Tamil Nadu, Andhra Pradesh, West Bengal, 
Uttar Pradesh, and Maharashtra. 

- Filaria occurs in 175 known epidemic districts; estimates about its incidence 
vary. 

- STDs’ affect 20-30 million people according to expert estimates. 

- Kala Azar (visceral leishmaniasis) has shown a resurgence in some endemic 
districts of Bihar and West Bengal. 77.101 cases and 1.419 deaths were 
reported in 1992. 

- Cholera also shows a resurgence, especially in some endemic urban pockets, 
while diarrhoea and dysenteric diseases continue to take a heavy toll, 
especially among children. 

- HIV-Infection has now been reported from as many as 23 states and union 
territories in the country, with the highest incidence from Maharashtra, Tamil 
Nadu and Manipur. In the former two states the pattern of infection is through 
sexual transmission, while in the northeastern states it is probably linked to 
drug abuse. Of 1.898.670 persons screened for HIV by september 1993, 
13.294 were found to be seropositive. According to expert estimates the 
number of infected persons by the end of 1992 was about one million. 


C. Non-communicable diseases 


Cancer, heart disease, mental health and occupational health problems are 
increasingly recognized as important public health problems. Blindness is a 
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major disability with estimates of around two million cases of cataract-induced 
blindness annually, though preventable causes like vitamin A deficiency and 
injuries continue to be significant as well. Accidents and injuries, particularly 
occupational, are another major cause of morbidity in the working-age groups. 
While the earlier decades saw a major emphasis on national communicable 
disease control programmes, the last two decades have seen the evolution of 
many national programmes for these non-communicable diseases as well. 


Summarizing: 

First, statistics on morbidity patterns are increasingly available and improving in 
quality and validity. Second, the picture of the health status in India that emerges 
from these statistics shows all the major problems related to malnutrition, 
poverty and poor environment as major public health challenges. Third, these 
diseases related to poverty, malnutrition and environment increasingly coexist 
with the non-communicable diseases characteristic of the developed world, 
increasing the overall burden on the health services. 
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